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SOME OBSERVATIONS ON THE PATHOLOGICAL CONDITIONS 


OF THE GALL BLADDER 


AND THEIR RELATION TO 


GASTRO-DUODENAL AND APPENDICULAR LESIONS 


V. M. KAIKINI, B.A., M.B.B.S., F.R.C.S. (Edin.) 
(From the King Edward Memorial Hospital, Bombay ) 


INrRODUCTION 
It is a well recognised theory that there is a close 


inter-relationship in the pathologival conditions — of 


the three important viscera in the abdomen, viz., 
the gastro-duodenal wrea, the gall bladder and the 
appendix. This relationship is supposed to be 


either through the sympathetic nervous system, 


the lymphatics or through the portal circulatory sys- 


tem. In the ease of gall bladder and duodenum, there 
is, in addition, a direct connection between them 


through the biliary passages. 

It is a common experience of surgeons that when 
the abdomen is opened for operating on gastro-duode- 
nal lesions, some pathological condition of either the 
gall bladder or the appendix, especialiy the former, is 
invariably present. Sometimes the surgeon is in a fix 
to decide whether he should deal with the gastro-duo- 
denal lesion first or that of the gall bladder. Some 
surgeons with vast experience of gastro-duodenal sur- 
gery like Moyniman advocate that in every case oi 
gastro-jejunostomy for duodenal uleer, the appendix 
should be removed as it is invariably pathological. In 
cases where the symptoms are essentially those of cho- 
lecystitis, but on opening the abdomen a gastro-duode- 
nal lesion is found in addition to a pathological gall 
bladder, removal of diseased gall bladder is invariably 
found to ameliorate the symptorns. ately the gall 
bladder is claiming more attention of the medical 


world, as it is being found that pathological conditions 


of such important organs, as the kidney, heart, and the 
spleen, have their origin in the lesions of the gall 
bladder and that these lesions are not mere local con- 
ditions but have something to do with the general body 
metabolism or some variety of hemotegenous  infec- 


tion. 


CENESIS AND Morpip ANATOMY OF CHOLECYSTITIS 


Streptococci, staphylococci, coli and typhoid 
bacilli have been found in cultures made from the bile 
of choleeystitis. Experimentally streptocoeci 
are injected into the gall bladder, no change results 
and the bile remains sterile. But when streptococci 
are injected intramurally into the gall bladder, a typi- 
‘al cholecystitis develops within a couple of montlis. 
Primary infection of the gall bladder is rare and is 
due to a solitary cholesterin stone. 

Secondary infection is more common, and it is 
based upon four assumed possibilities: (i) descending 
infection from the liver by bacteria carried down in the 
bile; (ii) ascending infection from the duodenum up 
the common bile duet; (iii) hematogenous infection of 
the gall bladder and duets; (iv) spreading infection 
through the walls of the gall bladder from an inflam- 
ed contiguous organ. Only two routes are available 
for the transmission of organism to the wall of the gall 
bladder. and the 
other is the lymph stream. The eystic artery supplies 
most of the blood to the gall bladder, but there are, in 


One of these is the blood stream, 


addition, a few small branches of the hepatic artery, 
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which reach the gall bladder through its attachment 
to the liver. The veins of the gall bladder all empty 
into the portal vein. There is a very intimate lymph- 
atic eonnection between the liver and the gall bladder. 
In case of cholecystitis, there is also an associated in- 
flammation in the liver. ‘The inflammation is usually 
in the interlobular sheaths, and appears to be peri- 
cholangitis. 

Tn the majority of cases, cholecystitis represents a 
direct extension to the wall of the gall bladder from 
a liver already inflamed. The hepatitis begins and is 
most marked in the interlobular and periportal tissues 
and it is apparently due to infection brought to the 
liver by the portal vein and more rarely perhaps by the 
hepatic artery. <A pericholangitis then occurs and 
because of the intimate anastomosis between the lym- 
phatics of the intrahepatic and extrahepatic _ biliary 
system, a direct extension into the wall of the gall 
bladder takes place as well as unto the common bile 
duct. A vicious circle sets in and the gall bladder and 
liver mutually infect each other. 


The duodenal contents are usually sterile, due to 
the hydrochloric acid derived from the stomach. Wnen 
free hydrochloric acid is absent, the gastric germicidal 
barrier is removed, the pylorus is relaxed and organ- 
isms escape into the duodenum whence they may 
travel to the gall bladder. 


Infection may reach the interior of the gall bladder 
through the bile descending from the liver. The 
sequence of events will be (i) infection of liver cells, 
(ii) destruction of parenchyma-infection of bile, (ii/) 
contact infection of gall bladder. The infective agent, 
which reaches the gall bladder, is derived from the 
portal system. In the portal vein there are two 
streams, one derived from the alimentary canal, and 
the other from the spleen. In the alimentary stream, 
infection is usually derived from the appendix. Usually 
all these are co-existent. The organisms from the 
blood are arrested by the mesenteric glands, and the 
endothelium of liver sinuses. Destruction of the 
organisms by Kuprrers’ cells leads to the filling of the 
perivascular spaces with leucocytes, and finally to 
hepatitis. The liver has got strong bactericidal 
powers. The escaped organisms go into the bile and 
form the nuclei of gall stones. The organisms within 
the portal current, may be derived from the spleen. 
The association of the diseases of the liver and gall 
stones, with diseases which have their origin in the 
spleen, has recently become clearer. In hemolytic 
jaundice, sixty per cent. of patients suffer from choleli- 
thiasis. With splenic anemia, cirrhosis of the liver 
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and gall stones are associated. In cholelithiasis, spleen 
is found enlarged. Splenectomy is sometimes found 
to be the only remedy for recurrent cholelithiasis. 


APPENDICITIS AND THE LESIONS OF THE GASTRO- 
DvopENAL AREA AND THEIR RELATIONS TO THE 
LESION OF THE GALL BLADDER 


The gall bladder has many aspects common with 
the vermiform appendix. Both fiil and empty by the 
same orifice. With the exception of vesicule seminalis 
no other organ in the body shows this peculiarity. Gall 
bladder and the appendix are lixble to the same type 
of infection. In appendix, the inflammation that ulti- 
mately oceurs is usually of an interstitial character. 
As a result, concretions may occur though differing in 
character from gall stones. The gall bladder also is 
liable to interstitial inflammation. But the difference 
is that whereas the gall bladder has an ample blood 
supply, the appendix has a very difficult one, especially 
towards the terminal half. As a practical consequence 
of this, an acute condition of the appendix is very often 
a matter of extreme urgency, whereas an acute infec- 
tion of gall bladder never exhibits that urgency, which 
renders immediate operation imperative. To the 
naked eye, a pathological gall bladder, like the appen- 
dix, may look quite normal. 

It is a well known fact that in cases of inflamma- 
tory condition of the appendix, tenderness is noticed 
in three places, besides the appendicular area, viz., in 
the right iliac fossa, the gall bladder area and the 
gastro-duodenal area. This tenderness in the latter 
two sites is no doubt due to sympathetic connections. 
It is a very common experience of surgeons, that in 
patients who have had chronic lesions of the appendix 
for a long time, symptoms indicating an inflammatory 
conditions of the gall bladder are found to develop, not 
only during the course of the appendicular trouble but 
also after the offending appendix has been removed. 
This is no doubt due to secondary infection of the gall 
bladder, through the portal vascular system. Many 
a time patients, who have been treated for choieey- 
stitis, have their whole trouble put right after removal 
of the appendix and vice versa. 

More than appendicitis, the lesions of the gastro- 
duodenal area are likely to be mistaken for cholecys- 
titis. On account of their close proximity and direct 
connection, the gastro-duodenal area and gall bladder 
mutually depend upon each cther as regards their 
pathological conditions; and often lesions of both the 
areas are found to be present at the same time putting 
the surgeon in a difficult position to decide as to which 


: 

1 ths 

4 

| 


Vol. IIL. No. 10. 
June, 1934. 


of the lesions has to be dealt with first. In the devel- 
opment of gastro-duodenal ulceration, two etiological 
factors are at work, and both must cooperate with each 
other to produce an ulcer. One is hyperacidity and 
the other is the spasm or achalasia of the pyloric 
sphincter. Hyperacidity is present in many, but it is 
counteracted by the eflicient duodenal regurgitation. 
So also a pylorospasm by itself is present in many with 
intra-abdominal focus of infection. So a combination 
of both these is necessary for production of gastro- 
duodenal ulcer. The stimulus which produces hyper- 
acidity comes from the vagus nerve. Pylorospasm is 
a reflex from intra-abdominal irritation like cholecys- 
titis, appendicitis, ete. 
how a condition of septic duodenitis may cause infec- 
tive lesions in the biliary passages, especially the gall 
bladder, which in tura may be a contributory etio- 
logical factor in the development of a frank duodenal 
ulcer, 


Mention has been made above 


CLINICAL CouRSE AND SyMpToMs oF GALL BLADDER 
Disease CoMPARED WITH THOSE OF APPENDICITIS 
or DvopENAL ULCER 


The onset of acute cholecystitis is sudden, some- 
times with a chill. There is fever and severe pain in 
the right side of the abdomen. Vomiting may occur 
indicating peritoneal! irritation. The centre of painful 
area and rigid musculature is situated high up in the 
region of the gall bladder. Liver dullness projects 
below its normal limit. On palpation, an area of 
resistance with its lower border, circular in shape, is 
felt connected with the liver. Jaundice is not very 
common unless stones are present. The attack usually 
subsides spontaneously and suppuration or gangrene 
is rare. 


Acute appendicitis is many a time difficult to 
differentiate from this condition. But in appendicitis, 
the centre of the painful area and of the rigid muscu- 
lature is situated in the line joining the umbilicus and 
the anterior superior spine or below it. In cholecystitis, 
there is leucopenia with relative lymphocytosis. 
Suppuration or gangrene is more common in appendix 
than in gall bladder. It is usually noticed that after 
the first acute attack of appendicitis, the succeeding 
attacks are more severe than the preceding ones, and 
are of an acute nature, although symptoms of a chronic 
condition may be present in the 
attacks. In the case of the gall bladder, this sequence 
of events is not very often seen. Succeeding acute 
attacks of increasing severity are rarely observed to 
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occur after the first acute attack has subsided. Usually 
the disease runs a very chronic course, which is steadi- 
lv progressive giving rise to chronic ill health and 
causing pathological changes in other vital organs, like 
the heart, kidneys and pancreas. 

In chrome cholecystitis, the symptoms are varied. 
It is a common cause of dyspepsia. The vagus reflexes 
usually predominate with eructations, hyperacidity and 
constipation. Jaundice is of importance only when it 
is present. General abdominal discomfort is present 
There is periodicity but the 
predominant feature of indigestion is flatulence. Some- 
times focal symptoms, like painful joints and thyroid 
enlargement, ete., are present. It may bring on a con- 
dition of which improves after the 
removal of the diseased gall bladder. The drinking 
of large amounts of olive oil is likely to cause the 
passage of pseudo-caleuli which are soaps formed by 
the action of the alkaline intestinal contents, on the 
split up fat contained in the olive oil. These pseudo- 
stones melt easily on heating and are dissolved in 
spirit. 

This type of chronic lesion of the gall bladder, is 
the one which is many a time difficult to distinguish 
from chronic appendicitis or duodenal ulcer. In case 
of appendicitis, tenderness in McsurNey’s point and 
absence of Murpny’s sign, etc., may help in differen- 


rather than acute pain. 


myocarditis, 


tial diagnosis. 

Duodenal uleer sometimes gives more trouble. 
Many cases of chronic duodenal ulcer give atypical 
symptoms. Pain with the typical periodicity is absent, 
but there is distress after food with burning sensation 
in the chest and acid eructations. Tenderness is 
present both in the gall bladder, and duodenal area. 
The majority of these cases have some mild inflamma- 
tory condition of the gall bladder with fibrous adhe- 
sions, side by side with the duodenal ulcer. Moreover, 
some duodenal ulcer patients are found to have the 
ill-nourished debilitated look of chronic gall bladder 
disease with loss of appetite, and not the fairly well 
nourished look of an early case of duodenal ulcer, who 
always says that his appetite is good although he gets 
pain at some definite period after eating. On the 
other hand, many a time, patients with chronic chole- 
cystitis give a history of hunger pain, acidity, etc., 
But one 
the 
resemblance between the two, in the case of cholecys- 
titis, the clock-work like uniformity and regularity in 
the symptoms of the duodenal ulcer, are always absent. 


which is typically duodenal in character. 
thing is noticeable that however close may be 


A duodenal ulcer patient refers all his symptoms like 
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pun, ete., to the gastro-duodenal area or at the most to 
the upper portion of the alimentary canal, but a 
cholecystitis patient will always complain of other 
constitutional symptoms like general weakness, feel- 
ing of pains in the ribs and joints, besides the disturb- 


ance in the digestive system. 


GaLL BLAppER AND Carpiac PAIN 


Clinically there may be considerable resemblance 
between the severe pain of gall bladder disease, and 
pain of cardiac origin, and there may be overlapping 
symptoms in severe attacks affecting either organ. 
Cases have been quoted in which surgical treatment 
of the gall bladder has been followed by relief from 
both types of pain. A study of morbid anatomy re- 
veals the fact that in subjects with diseased gall 
bladder, the degree of arterial degeneration is high. 


INDICATION FOR OPERATIVE ‘TREATMENT OF 
CHOLECYSTITIS 


Characteristics which justify the diagnosis of a 
pathological gall bladder and its removal are thicken- 
ing, change of colour from normal slate-blue to grey or 
pink, adhesions and stones, enlarged gland at the junc- 
tion of the eystie and common ducts (Lund’s Sentinel 
Gland) and evidence of hepatitis. There are adhesions 
between the gall bladder and the duodenum — or 
surrounding structures, and the peritoneum covering 
gall bladder is more shining than normal on account of 
cedema. 

As the pathological condition in the gall bladder is 
intramural, opinion is more in favour of choleeystec- 
tomy than mere draining of the organ. 


ArypICAL CASES 


In the list given below are mentioned a few cases 
out of those that came under my observation and were 
treated for cholecystitis or other diseases resembling 
cholecystitis :— 

(i) Mrs. D., a medical student, had an operation 
for suppurating appendicitis two years previously. In 
August, 1928, she started getting severe pain in the 
epigastric region radiating to the right side of the 
chest. Sometimes the attacks were in paroxysms and 
resembled biliary attacks. Treated by a physician for 
cholecystitis for a couple of months but without relief. 
X-ray revealed duodenal ulcer. | Gastro-jejunostomy 
done in November, 1928, gave the 
symptoms. In this case, the attacks of pain were 
exactly like biliary colic and history of suppurating 


her relief from 
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appendix and absence of typical hunger pam, ete., 
would have made any one diagnose the case as gall 
bladder trouble. 

(ii) Mr. J., a medical student, was under treatment 
for attacks resembling subacute cholecystitis with pain 
in the epigastrium, slight fever, tenderness in right 
side of the abdomen, ete., without any relief. So the 
physician suspected appendicitis. When I examined, 
the tenderness was most marked below the spino- 
umbilical line, and I also confirmed the diagnosis of 
At the operation, a very much elongated 
with advanced 


appendicitis. 
and thineckened appendix was found 
adhesions, and its removal gave compiete relief to the 
patient. In this ease, although the appendix to all 
appearances suggested that its pathological condition 
was of long duration, the symptoms started only three 
months before the operation and were of a very 
atypical nature and resembled those of an attack of 
subacute cholecystitis. This patient came to me about 
three years after the operation, complaining of slight 
epigastric pain, flatulence after meals, dvspeptic symp- 
toms and slight tenderness in the gall bladder area, 
which made me suspect that this was a ease where an 
undetected and untreated appendicitis of long duration, 


had secondarily infected the gall bladder. For the 
present, these symptoms are not giving him much 


trouble. 


(iii) Mr. N.,whom I was ealled to see at night, was 
complaining of excruciating pain which he could not 
definitely say whether it was in the abdomen or chest. 
When I saw him he was lving with his hands on the 
abdomen. The upper abdomen was tender, but the 
severity of the pain had decreased. I was told by his 
relatives that he was complaining more of pain in the 
heart area, and that during the height of the attack he 
was very restless and rolling about in the bed, thus in- 
dicating that the attack was more of a colicky nature. 
The patient told me that the pain started in the abdo- 
men and radiated towards the heart, and left shoulder 
and back. I diagnosed it as a case of biliary colic and 
treated it as such, and the patient did find relief. 
Later he consulted a physician, who, I was told, diag- 
nosed it as a case of heart attack. However, when I 
saw the patient about five vears later, he told me that 
the severe attack had not recurred, but he was getting 
slight pain off and on in the epigastric region but not 
of much. severity. 

(iv) Mr. M., a young man of athletic build, relation 
of a medical man, was having symptoms of chronic 
appendix for some years but had been delaying opera- 
tion. At the operation, a chronically inflamed 
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appendix with a evstic dilatation at the tip, containing 
muco-serous fluid was found and was removed. He 
Afterwards 
he came to me saying that he was getting slight pain 


was in perfect health for about two vears. 
and distension in the epigastrium after food. On exa- 
mination I found tenderness in the gall bladder area 
and Mvurpny’s sign and everything indicating a con- 
In this ease, I think, 
the neglected pathological appendix had slowly and 
surely affected the gall bladder secondarily. 


dition of chronic choleeystitis. 


(v) Mr. B., a Municipal peon of over 50, much 
emaciated, had all the svimptoms of chronic choiecys- 
titis with more or less constant pain in the epigastric 
region, tenderness in the gall bladder area, but no 
hunger pain or any other typical symptoms which 
would make one suspect duodenal ulcer. — The radio- 
logist suspected duodenal uleer. At the operation 
which was begun with the idea of doing cholecystec- 
tomy, the gall bladder was found to be comparatively 
healthy and a thick fibrosed ulcer was found in the 
post-pvloric region. Gastro-jejunostomy was done 
and the patient when seen about two years later, was 
free from all the symptoms and much improved in 


health. 


The total number of cases who underwent opera- 
tion for gail bladder trouble is 26. Out of these 1 is 
choleevstectomy for chronie cholecystitis, 1 
eysto-gastrostomy for an advanced earcinoma of the 
head of the pancreas and 24 choleeystectomies for 
chronic cholecystitis with or without cholelithiasis. 


chole- 


One thing that could be observed from the cases 
was that inflammatory conditions of the gall bladder are 
more common than one thinks, perhaps as or even 
But the 
symptoms (especially pain) are less acute than in 
duodenal ulcer, and of a type which the 
patient chronic ill-health without any urgent and 


more common than gastro-duodenal lesions. 
causes 


immediate disability; the patient rarely consents to a 
severe operation like cholecystectomy, and many a time 
continues in a life of chronic invalidism, with other 
organs in the system affected through a pathological 


gall bladder. 


Very few of the cases gave history of typhoid or 
dysentery. A few gave history of alcoholism, but the 
majority gave history of prolonged digestive trouble 
without any special landmark as regards etiology in 
the course of the disease. Nearly every patient looked 
ill-nourished and the physical appearance was a great 
contrast to the well-nourished appearance of an early 


GALL BLADDER ALT 


Pain of 


a continuous nature was an important symptom, 


and uncomplicated ease of duodenal ulcer. 


because very few of the patients would submit to an 
operation except when driven to it on account of this 


distressing symptom. Jaundice at the time of the 
operation was present in about three patients, and 
history of jaundice in about three or four more. — In 


the majority of the cases, the history of this symptom 
Out of the whole lot only two had stones 
One patient had a tiny nodular 


was absent. 
in the gall bladder. 
growth on the fundus. 


The chief pathoiogical changes in tie gall bladder 
that were noticeable to the eye were, practically in 
the 


bladder was absent and was replaced by greyish pink 


every case, the slate-blue colour of normal ga!l 


or light brownish colour. The majority had adhesions 
with the surrounding structures, especially the duo- 
denuim and sometimes with the stomach, transverse 
colon and great omentum. Lunp’s sentinel gland was 
found in more than half the cases. In a few cases, the 


peritoneal coat was firmly adherent to the fundus 
making it practically impossible to separate it from the 
gall bladder wall without tearing it. But in nearly 
every case, the peritoneal coat covering the cystic duet 
was absent and replaced by a thick and adherent fatty 
tissue. In only four or five cases, was the liver 
appreciably enlarged and it was difficult to make out 
in these or other cases if there was a frank hepatitis. 
In three advanced cases, the common bile duct was 
enlarged to such an extent that at the first sight it was 
mnistaken for the duodenum. Of the two eases where 
stones were found, in the first the stones were six in 
and dark-brown in 


number, small in size, ecrenated 


appearance. In the other case, they were about nine, 
bigger in size, faceted and pale-brown in colour. In 
the majority of cases, the gall bladder was bigger than 
normal in size and only in one or two eases it was 
smaller than normal and fibroged. 


Tn all cases, except two, eeneral anestiesia was 
used with local infiltration with novocain, at the site 
of the abdominal incision, to get better relaxation of 
the muscles. In two cases, only spinal anesthesia was 
used, duracaine being injected in the interval between 
the tenth and eleventh dorsal spines. The results of 
this method were very good and the relaxation of the 
abdominal wall was perfect, which greatly simplitied 
the operation. It was found that injection of novo- 
cain in the subserous layer of the gall bladder, raised 
the serous coat from the wall of the fundus, and made 
the separation very easy. Except in the first few cases, 
the cystic artery was first caught hold of and ligated 
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which practically rendered the removal of gall bladder 
bloodless. In nearly all cases, the separation was 
started from the fundus side as detachment of the 
serous coat was practically impossible at the cystic 
duct, because the serous layer at that area was found 
to be replaced by degenerated fatty tissue. In about 
three or four cases, the fundus got torn in the process 
of detachment of the serous layer and some bile leaked 
out but prompt cleasing of the parts and closing of the 
tear with artery forceps prevented further complica- 
tions. Drainage tube was inserted in the majority of 
the cases just below the foramen of Winslow which 
was removed usually on the fourth day. It is rather 
significant to note that in the three or four eases, where 
the external wound got septic, drainage tube had not 
been inserted. 


In all there were four deaths out of the twenty- 
four choleeystectomies. One case died of tetanus. 
The patient was feeling perfectly alright and on the 
ninth day he was sitting on his bed smoking against 
advice. On the tenth day he got lock jaw and expired 
on the twelfth day. 


The second death occurred in a patient who was 
admitted with severe jaundice. The patient was given 
medical treatment for a few days, and the jaundice 
disappeared. On opening the abdomen, the gall 
bladder was found to have enlarged enormously, about 
8” by 4”. The common bile duct was dilated to the 
size of the duodenum and at the first sight was mis 
taken for it. It was impossible to separate the serous 
coat from the wall of the gall bladder. When an 
attempt was made to isolate the duct end of the gall 
bladder, which was adherent firmly to the enlarged 
liver, pus started coming out from two or three places 
in the liver, apparently from deep lying abscesses. 
The gall bladder, which contained a large amount of 
viscid bile, was comparatively easily detached and 
removed, The patient died on the third day. In this 
case, I was not justified in doing cholecystectomy. In 
any case the patient would sooner or later have 
succumbed to pyelophlebitis which he already had. The 
early disappearance of jaundice and absence of fever 
and other symptoms indicating pyelophlebitis made 
me undertake a useless and a very severe operation. 

The third case died of post-operative shock on the 
fifth day. She was a weak and emaciated looking 
woman. 

The fourth fatal case was a patient with history 
of heavy drinking. The gall bladder was enlarged and 
contained large faceted stones nine in number. The 
bile duet was dilated to the size of the duodenum. 


The patient's general condition alse was far from satis- 
factory. It was low throughout. He developed lung 
symptoms with basal congestion and died on the 11th 
day. 

Of the cases that got alright, a few interesting 
ones may be mentioned. 

(1) G. D., a weak and prematurely old-looking 
patient, was referred to me by the physician who was 
treating him for subacute cholecystitis. The patient 
had still jaundice and when asked he refused 
operation. He returned to me after about a fortnight 
saying that he was willing to get operated. His 
general condition was just the same although the 
icteric tinge in the conjunctiva had decreased a little. 
On opening the abdomen, the gall bladder was found 
to be slightly enlarged and ashen grey in colour. The 
common bile duet was enlarged to the size of the duo- 
denum. It was difficult to identify the eystie duct as 
it was eneveloped along with the common bile duct in 
a huge mass of a fatty tissue. With difficulty the 
evstie artery was secured and tied. The wall of the 
gall bladder was so much degenerated, that every 
attempt tc separate the sercus coat caused a tear with 
leaking of bile. So the attempt had to be given up. 
Teasing of tlie fatty tissue exposed a portion of the 
cystic duct partly, but still closely adherent to the 
common bile duct. A rather hasty attempt to 
clamp it caused a portion of the common bile 
duet te be ineluded in the clamp. The error was 
soon detected and the evstie duct was more thoroughly 
isolated and divided. When the divided cystic duct 
was lifted up, the whole gall bladder came along with it 
bodily as if it was made of parchment. A drainage 
tube was inserted near the foramen of Winslow. 
Another was inserted in the common bile duct through 
the eut end of the cystic duct, and directed towards 
the duodenum to prevent stricture of the common bile 
duct where it was damaged by the clamp. This tube 
got kinked at the site of insertion and no bile came out 
from its outer end. It apparently leaked out round 
about the area and partly came out through the tube 
inserted near the foramen of Winslow. This leaking 
bile gave rise to intestinal paresis and a slight peri- 
tonitis, and the patient was in great distress. However 
this disappeared with symptomatic treatment. On 
the sixth day both the drainage tubes were removed. 
When the drainage tube, inserted in the common bile 
duct, was taken out, a large amount of bile started 
coming out, thus indicating that the kink had blocked 
the passage of the bile which accumulated on the prox- 
mal side of the kink. So a smaller tube was inserted in 
the opening and it was carried to a bottle tied to the 
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bed. It drained for a few days and was then removed. 
The whole post-operative course was very stormy. 
The discharge of bile continued for about twenty six 
days. After about the end of the seond week, the 
_ patient showed steady signs of improvement and was 
discharged after about four weeks much improved in 
health and free from all symptoms. 

(2) Another case, who gave history of a severe 
attack of pneumonia two years previously, developed 
broncho-pneumonia on the fourth day of the operation. 
My assistant misunderstood the patient’s statement 
and thought he was giving history of a past attack of 
asthma and thinking that this was also another attack 
of the same disease gave him an injection of adrenalin 
which produced severe reaction and the patient’s pulse 
got very bad, abdomen got distended, and he looked 
as if he was collapsing. Pituitrin improved the ecndi- 
tion. Later on the pneumonie condition was treated 
and he improved and was discharged in good condi- 
tion. He came again to me after about a year with 
symptoms of a mild attack of appendicitis and was 
advised an operation. In this case, it was significant 
to note two things, viz., the tendency of a patient to 
get severe lung complications when he had an attack 
of pneumonia once before and the effect of adrenalin 
in post-operative pneumonie conditions. 

(3) One patient, who was given hexamine for a 
fairly long time after cholecystectomy operation, devel- 
cped hematuria which ceased after the drug was 
stopped. 

In two patients especially, although the symp- 
toms were decidedly more in favour of gall bladder 
disease, laparotomy revealed in addition to the patho- 
logical condition of ihe gall bladder, a well marked 
fibrosed and thickened pylorus due to an old ulcer. 

(4) The first patient L. N. had cholecystectomy 
done for symptoms typically of gall bladder. The gall 
bladder was found pathological! at the operation. At 
the same time a chronic ulcer with thickening was 
found at the pylorus. The patient’s condition being 
not very robust, the gall bladder only was removed and 
he felt much relieved, but he was admitted again after 
four months with pain in epigastrium which, although 
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not as bad as before, was causing him trouble, Gastro- 
jejunostomy was done and he was discharged free from 
all symptoms. 

(5) The second case A. B. , an emaciated man, was 
complaining of pain which, he said, he had for the first 
time about twenty years ago. But for the last six 
months the pain was continuous and very distressing. 
It was most marked in the epigastrium and radiated to 
the whole of the chest and back. Pain was felt in the 
lower limbs also. 
bladder was found to be definitely pathological, reddish 
There was 


On opening the abdomen, the gall 


grey in colour and with some adhesions. 
definite thickening with fibrosis at the pylorus also. 
The gall bladder was removed as it was thought to 
have the primary lesion. ‘The patient felt relief from 
the symptoms of pain in the chest and limbs, and said 
he was able to eat without feeling any distress in the 
stomach. 


In this case, there was a definite lesion in the 
pylorus. He was too weak to have two severe opera- 
tions like gastro-jejunostomy and cholecystectomy at 
the same time. Cases have been quoted in medical 
literature where an early lesion of the duodenum has 
disappeared after removal of an offending appendix 
which perhaps was the exciting cause of the duodenal 
But although the 
lesion might have been secondary to the pathological 
gall bladder, it is too much to expect this advanced 
lesion of the pylorus to heal up by removal of the gall 
bladder. So I will not be surprised if the patient 
comes again after a few months with symptoms refer- 
red particularly to the gastro-duodenal urea 
they may be much milder than before. 


condition. in this case, pyloric 


though 


(6) A well built middle aged man was admitted in 
1928 with hunger pain and other symptoms resem- 
bling a typical duodenal ulcer of nine years’ duration. 
X-ray revealed stones in the gall bladder. Removal of 


the gall bladder, which contained six small stones, 
relieved all the symptoms. No special pathological con- 
In this case, the 
general appearance, subjective and objective symp- 
toms were all suggestive of duodenal ulcer and with- 
out the help of X-rays, diagnosis of cholelithiasis would 


have been impossible. 


dition was found in the duodenum. 
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OBSERVATIONS ON THE ETIOLOGY OF ACUTE DYSENTERY 


B. B. YODH, m.s. (Bom.), M.R.c.P. (Lond.), D.t.M. & H. (Eng.) 
(From Sir J. J. Hospital, Bombay ) 


By acute dysentery is meant the sudden onset of 
frequency of stools containing blood and mucus and 
associated with griping. This is one of the common 
conditions met with by the general practitioner, who, 
in many instances, treats it promptly with injections 
of emitine—a practice that cannot be too strongly 
condemned. 

li has been pointed out both in India and Egypt 
by several observers that the commonest cause of such 
a condition is infection of the colon by the dysentery 
group of bacilli: —Flexner Y group commonly and the 
Shiga bacilli in some very severe infections. The 
Entameba histolytica is an uncommon cause of sveh 
aeute attacks. 

I have had the opportunity of observing a large 
number of cases of dysentery in the Sir J. J. Hospital, 
as three beds in my wards are reserved for cases of 
dysentery. K. 8S. Muaskar of the Haffkine Institute, 
was working on the efficacy of indigenous drugs on 
dysentery, and we took special eare to diagnose the 
tvpe of dysentery. 

Besides the clinical picture and naked-eye exami- 
nation of the stools, we did a microscopical examination 
of the fresh stool in every case, repeated it when nece- 
ssary. We did a sigmoidoscopic examination in a 
large number of cases, both to confirm our diagnosis 
and also when we were doubtful. The bacteriological! 
examination was made partly at the J. J. Hospitai 
and partly at the Haffkine Institute. I have to thank 
my successive House Physician without whose whole- 
hearted cooperation it would not have been possible 
to do the work. 

Pathologically it is well known that in bacillary 
infection the inflammation is widespread superficially 
over the mucous membrane of the colon. The ulce- 
ration is general, often serpiginous, the surrounding 
mucous membrane being generally congested. The 
intensity of the infection varies, producing congestion 
only or marked ulceration or even a gangrenous con- 
dition of the bowel. The stools are characteristic. 
In the average case, except in the first 24 hours when 
the lower part of the large intestine is emptied, they 
merely consist of small amounts of blood and mucus, 
passed with great difficulty after considerable tenes- 


inus and with great frequeney, sometimes amounting 
to 50, 60 or even 100 stools per day. Such a history 
is very characteristic of a bacillary infection—add to 
it the symptoms of an infection and toxemia, fever, 
general malaise, excessive thirst, dryness of tongue 
and the condition ought to be diagnosed without any 
difficulty. The history in cases of ameebic infection 
is usually different. Onset is gradual as a rule, though 
a sudden onset with marked symptoms and a large 
number of stools from the beginning does oceasional- 
lv oceur. Usually, however, from 5 to 10 stools con- 
taining mucus or mucus and blood and _ associated 
with griping are complained of. Blood, though usual, 
is not always present. There are no signs of infection 
nor toxemia. The patient does not appear to be very 
ill. Pathologieally the Entamwba_ histolytica invades 
the submucosa through several distinct areas of the 
mucous membrane. The necrosed submucous tissue 
is discharged through the mucous membrane with the 
formation of so-called flask-shaped uleers. The 
surrounding area is a little congested through irritation 
and the intervening mucous membrane is usually 
healthy. Rarely in a massive infection, the surface is 
studded with ulcers and with a little congestion round 
these, the diagnosis may be somewhat difficult by the 
sigmoidoscope. In these causes, however, the stool 
is full of protozoa. The naked-eye appearance of 
of the stool is also suggestive as there is often fecal 
matter along with the blood and mucus. 

The diagnosis is easily made in the large majority 
of cases by the microscope (about 80%) in acute cases. 
lt is much less easy in the chronic case. 


A fresh stool has to be examined if the result is 
to be reliable. Entameba histolytica, their eysts and 
other cells present in the stool are soon destroved if 
the stool is allowed to stand for more than two hours. 
They are even more quickly disintegrated if the stool 
is contaminated with urine. This precaution is very 
important. 

Two slides may be prepared—one fresh untreated 
stool, a drop of mucus shaken in a little normal saline, 
and a drop of this put on a slide and a_ cover slip 
applied and the other—a drop first treated with a little 
acetic acid (10%). This takes the red blood cells and 
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makes the nuclei of the leucocytes and endothelial cells 

stand out prominently. 

The microscopic appearance of the 
characteristic. One sees a large number of cells—red 
blood cells seattered all over, large number of leuco- 
cytes and endothelial cells. These endothelial cells, 
as they are often large and appear somewhat ameeboid, 
are mistaken for entamceba histolytica and a wrong 
diagnosis is often made. These are easily distinguish- 
ed from the former as they have a large single nucleus 
seen well in the acetic acid slide, and are non-motile. 
As a rule—they do not contain red blood cells as do 
the Entameeba histolytica. These microphage cells 
with a large number of degenerated leucocytes (the 
polymorph nuclei which are well seen in the acetic 
acid slide) constitute the characteristic feature of the 
bacillary stool. 


stool is 


The stools of amebie dysentery, even a severe 
one, show quite a different picture microscopically. If 
infection is moderately severe and the stools are exam- 
ined fresh, the protozoa are easily found. Their recog- 
nition depends on their motility and phagocytosis of 
red blood cells. They only ingest red blood cells and 
their protoplasm is otherwise clear, quite a contrast 
from the Entameba coli which ingest everything they 
catch hold of, except the red blood cells. The red 
blood cells are usually sticking together and occur in 
rouleaux (it is suggested to some chemical alter- 
ation in the hemoglobin). Besides the pretozoa and 
the red blood cells, there are few other cells, occasion- 
al leucoeytes and still occasional endothelial cells. 
Occasionally in a mixed infection, these may be present 
in large numbers making the diagnosis somewhat 
difficult. | Chareot-Leyden crystals are said to be 
commonly present in the ameebic stools, though we 
have not met with them as often as we expected. 


The sigmoidoscope is a very useful instrument for 
the direct visualisation of the mucous membrane of 
the rectum and a part of the sigmoid colon. he 
passage of the instrument through the anal orifiee 
is usually easy and causes only a moderate amount 
of discomfort. It is usually unnecessary to adminis- 
ter a sedative except in very nervous people when a 
tablet of sodium amytal or a dose of bromide may 
previousiy be administered. It is not necessary to 
use the sigmoidoscope in acute cases as the diagnosis 
is easily made by the microscope. In the absence of 
Entameba histolytica and when the diagnosis is doubt- 
ful, it can be done safely; in a few acute cases where 
I have done sigmoidoscopy there have never been any 
ill-effects, although the discomfort to the patient is 
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certainly greater. The preliminary preparation of the 
paient consists in thoroughly emptying the colon by 
two enemas, one just before. The patient is put in the 
left lateral position, crosswise on the table with the 
buttocks well on the edge of the table and with the 
lower extremitiees flexed. The sigmoidoscope is 
thoroughly lubricated and applied to the anal orifice. 
The patient is now asked to strain, the sphincter 
relaxes and in goes the sigmoidoscope without any 
pressure being required or resistance encountered. 
A few unintelligent and frightened patients may close 
the anal sphincter tightly and it may them be difficult 
to pass the instrument without a little anesthetic. | 
have never used an anesthetic. Once the instrument 
is in, the patient is asked to open his mouth and 
breathe quietly. The obturator is now removed and 
the handle carrying the light is atached and the light 
is switched on. Air is gently pumped in, »lways look- 
ing at the lumen of the colon while it is being done, 
and the sigmoidoscope makes its way in the canal. 
No foree should be required as a rule. Occasionally 
a nervous patient keeps his anal sphincter tight all 
through when a little pressure may be used, provided 
one is looking at the lumen all the time. The normal 
mucous meimbrane looks bright pink, smooth and vel- 
vety, with the normal gloss. The three Houston’s 
valves are easily recognised, one or other of them 
sometimes interferes with the proper introduction of 
the sigmoidoscope, and a little mancevouring is required 
to get it past the valves. It is easy, though not 
usually necessary, to go up 10 or 12 inches. 

In bacillary infection at a variable distance from 
the anal margin, one finds congestion of the mucous 
membrane with irregular serpiginous, — superficial 
uleeration covered over with muco-pus. In very severe 
infection, the mucous membrane is converted into a 
very easily detached by the slight 
pressure of the sigmoidoscope. There is hardly any 
healthy mucous membrane in the ulcerated area. The 
mucous membrane is so friable that slight pressure 
causes bleeding. Occasionally one is surprised to 
find no ulceration of the mucous membrane at all, a 
certain amount of general congestion is seen. ‘This 
happens often when a sigmoidoscopy is done when the 
attack is subsiding, the number of stools is consider- 
ably reduced and fecal matter is appearing. This 
shows how rapidly the mucous membrane can recover 
This appearance 


greenish slough, 


and assume the normal appearance. 
is very much in favour of the diagnosis of bacillary in- 


fection. The ameebic ulcers take much longer to heal. 


In ameebie dysentery, the appearanece is quite 
different. 


In an average case of moderate severity, it 
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is much easier to pass the sigmoidoscope, the discom- 
fort is much less and the mucous membrane does not 
appear to be acutely inflammed. A variable number 
of ulcers is seen, either scattered widely or sometimes 
quite a large number giving a worm-eaten appearance 
to the mucous membrane. Round the ulcers there 
is very little congestion except that due to slight irri- 
tation, the mucous membrane between the ulcers is 
often quite healthy. The base of the ulcer often shows 
a yellowish slough and the margins are usually under- 
mined. Wide areas of healthy mucous membrane 
are found between groups of ulcers. On the whole, 
except in a mixed infection, the appearance is quite 
different from that of bacillary infection. From the 
base of the ulcers swabs can be taken, smeared on 
clean slides, immediately fixed and subsequently 
strained for protozoa. This is occasionally required 
when the is not distinctive and the 
microscopic examination inconclusive. 


appearance 


Sigmoidoscopy is indispensable in chronic cases 
where diagnosis is often very difficult and the bacte- 
riological and microscopic findings are not definite. 

The bacteriological investigation requires great 
care. It is iore useful in the acute and some cases 
of sub-acute cases than in chronic infections where 
serum agglutination reactions may be more useful. 
It need not be said that earlier, during the course of 
the infection, there are more chances of isolating the 
pathogenic organism than in the later part of its course. 
Yet the bacteriological investigation is usually delay- 
ed even in hospitals. ‘The stools, of course, must be 
fresh and obtained under sterile conditions—a some- 
what difficult procedure. The stool is immediately 
diluted in seline and inoculated at once on suitable 
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differentiating media. Non-lactose fermenting 
colonies are picked up and further differentiation is 
subsequently done to type the organism, usually a 
laborious and time-consuming process. 


Out of a series of 230 cases of dysentery under 
my care at the Sir J. J. Hospital between 1928—1931 
no less than 140 were diagnosed as_ bacillary —infec- 
tions. 89 were diagnosed as amebic infections, 11 
as mixed infections, and in 32 the cause could not be 
diagnosed. 6 were cases of malignant diseases of the 
rectum admitted as cases of dysentery and in the 
diagnosis of which sigmoidoscopy was invaluable. 
2 cases of syphilitic ulceration of the rectum were 
also met with. ‘This series includes chronic cases as 
well. Excluding these and taking the acute cases of 
within 3 weeks’ duration, out of a total of 129, cases 
as many as 104 were diagnosed as suffering from 
ameebic infection and 5 from a mixed _ infection. 
These figures prove that in cases of acute dysentery, 
the bacillary infection preponderates at any rate in 
the city of Bombay amongst the hospital classes. 


SUMMARY AND CONCLUSIONS 

1. A large majority of acute dysenteries as met 
with in hospital practice in Bombay are due to intec- 
tion by the bacilli of dysentery. 

2. Diagnosis is easily made by the routine use 
In some cases, sigmoidoscopy is 
useful even in acute cases. Bacteriological investi- 
gation, if to be of use, must be made very early in the 
course of the disease. 


of the microscope. 


acute dysentery by 
be too 


5. Routine treatment of 
injections of emetine cannot 
demned. 


strongly con- 
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OUR INDIAN SUTURES« 


H. D. DESA, M.D., F.R.C.S. 
Bombay 


Our country is very fertile and our flora is very 
rich. If we could only try to know our vegetable 
kingdom, Iam sure we could find every botanical 
order of drugs adopted and used by the continental 
and British Pharmacop@ias. We have climates in 
different parts of India which suit various kinds of 
vegetation. However, in this paper I am concerned 
with a few Indian plants which could supply the sur- 
geons of India with suture materials. 


A Fish-Tail Palm (Czryota Urens) in flower and fruit. 


There is a variety of beautiful and majestic palms 
in India which are well known for their economic use. 
The Fish-tail palm or the Bhili Mad is one of them. 
It is known all over India, Burma, and Malaya Penin- 
sula. Botanieally it is known as Caryota urens. In 
English it is known by various names, viz. Fish-tail 
palm, Hill-palm, Indian Sago, palm, Bastard Sago 

Read at the Scientific Section of the Xth All-India Medical 

Conference held at Bombay, December, 1933. 


palm, East Indian Wine palm, Jaggery palm, Ketul 
tree and Vine palm. In vernacular it is known by 
different names in different provinces. In Bombay 
it is called Birly Mhad or Belimad. In Gujarat as 
Shiv jata or Shanker jata. In Konkan as Birly mad. 
In Canara as Baini, Bagni, Beina, or Bhyni. In 
Madras it is called in Tamil as Conda-Panna, Evin- 
Panna, Utali-Panna, Kundal-Panai and Thipali. 


DESCRIPTION 


The Fish-tail palm when full grown is about 
40 to 60 feet high and 1 to 2 feet in diameter. It 
is evlindrical, annulate, smooth, grey and shining and 
is covered with long shallow cracks with corky edges. 
The crown is rather thin and consists of several 
ascending gracefully curved or pinnate leaves of great 
size, being 18 to 20 feet long and 10 to 15 feet broad. 
The primary division is 5 to 6 feet long, arched and 
drooping. The leaflets are 4 to 8 inches long, fasci- 
culated or alternately cuneiform, obliquely truncated, 
irregularly scattered, toothed on the truncated mar- 
gin. The petioles are very stout at the base, 
measuring about 3 inches across. The flowers are 
very numerous and placed in threes, the central and 
The fruit is 2/3 to 3/4 
inch in diameter and reddish in colour. The pericarp 
is thin, yellow and acrid with one or two seeds, 
ulbuminous, runcinate en:bryo dorsal. The tree 
flowers during most of the year 


the lowermost are female. 


Hasitratr 


The Fish-tail palm is found all over India, parti- 
cularly in the ever-green forests and shady valleys. 
In Bombay it is found in the old parts of Parel, Dadar, 
Mahim Bandra, ete. 


The most important product of this palm is the 
fibrous cords of fibro vascular bundles found naked 
at the base of a leaf sheet and within the petioles and 
flowering stocks. The Ketul fibre of Ceylon and the 
Salopa of Orissa are procured from the Fish-tail palm. 
They are manufactured into ropes, brushes, brooms, 
baskets, caps and similar articles. They are shipped 
as brush fibres from Ceylon to England. Very many 
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uses are made of these fibres. This fibre when soak- 
ed in linseed oil becomes so pliable that it can be used 
for many purposes. In Ceylon and India, fishing lines 
are made of this fibre and strong and wiry ropes, which 
are used for tving wild elephants, are worked out of 
these fibres. This fibre was largely exported to 
England, particularly from Ceylon and was sold at 8 
to 9d. per Ib. Of the best and long quality in 1901 
and according to Wart in 1909, the quantity exported 
from Ceylon was 3794 ewt. But unfortunately this 
fibre has now been much neglected. I need not tire 
you with the many other economic uses of this palm. 
They will not interest the surgeons. But they will 
be interested to know that the Fish-tail palm fibres 
can be used as surgical sutures. When procured from 
an adult palm, it is strong enough to tie an elephant 
and when made pliable it can be used instead of silk- 
worm gut and such other sutures. When soaked in 
linseed oil, it is soft and pliable and can be safely used 
as a buried suture or ligature instead of catgut or silk. 


A. 


It is absorbed after a time and the time of absorption 
varies in different tissues. In the rabbit, the sutures 
under the skin and in the subcutaneous tissues take 
a longer time for absorption than those in the muscle. 
I have here before you some animals with several 
sutures and ligatures in their bodies showing different 
stages of absorption. Should any one of you like to 
dissect them, they are at your srevice. Besides the 
Fish-tail palm fibre we have in India the Agave plant 
and the Indian hemp fibre which could be substituted 
for silk or linen by the surgeons. My experiments on 
these two fibres, though still incomplete, are encour- 
aging. I have used the Fish-tail palm or Birlimad 
fibre at the K. E. M. Hospital and at my own hospi- 
tal for the abdominal wall and the perineum instead 
of silkworm gut and such other sutures and find it 
absolutely setisfactory. It is easily available to all 
surgeons in India and its cost is insignificant as com- 
pared with other sutures and ligatures of foreign make 
and above all it is the produce of our country. 


BACTERIOPHAGE IN TREATMENT OF DYSENTERY « 


MISS JAMESSON, 


Vellore 


Much has been written about the action of bac- 
teriophage in cholera and the various strains of anti- 
choleraphage have been much more accurately classi- 
fied than those of anti-dysentericphage. It has been 
suggested that the great decline in the incidence of 
cholera has been due to bacteriophage action. It has 
been tried at many of the big festivals throughout 


India recently, including the one at Kumbakonum 
where I saw it being used. There was no case 


following this festival which might, of course. have 


been mere coincidence. 


The treatment of bacillary dysentery has been a 
more urgent problem for us than the treatment of 
cholera. We have not had spectacular results with 
the use of antidvsenteric serum even in very acute 
cases. We have had spectacular results in certain 
cases of dysentery with bacteriophage. 


The present article on the results of bacterio- 
phage treatment in dysentery could not have been 
written without the co-operation of the staff in all 
departments and especially of Dr. Ina B. ScuppER 
in allowing me to use their cases. The preparation 
of bacteriophage by Mrs. Jackets and then by 
Dr. HELEN Jesupas of the Bacteriophage Laboratory 
and the pathological work by Dr. VERGHESE and 
Dr. KoLanDAvELU have been essential psrts of the 


work. In a number of the chronic cases, serum 
agglutination tests done by King Institute, Guindy, 


were considered corroborative evidence in the 


diagnosis of dysentery. 


There has been an epidemic of dysentery in the 
hospital in the past two months and it seems now to be 
subsiding. We have been using bacteriophage for 
twenty months. The only statisties, which I have 
been able to find on this subject, were published in 
the Indian Medical Gazette, of December, 1932, by 
Dr. F. H. McCoy of the Presidency General Hospital, 
Calcutta, on ‘‘ Treatment of Bacillary Dysentery.”’ 
His patients were all Eurepeans or Anglo-Indians and 
15 per cent. of them were under ten years. Half the 
total mortality was among children under five. He 


*Paper read at the Xtb All-India Medical Conference, 1933. 


gives a series of over a hundred cases, treated with 
bacteriophage during the four vears 1928-31 inclusive. 


Cases of terminal complicating dysentery were 


excluded. The average case of bacillary dysentery 
was mild. He considered the diagnosis by examina- 
tion of cellular exudates in the stools, reliable. 


Shillong bacteriophage was used, and often improve- 
ment, when it occurred, came with the first dose. 
The chief interest to us is in the comparison of cases 
treated with phage with those treated otherwise. 
Roughly, the two groups are equal in number. The 
casual organism was found in of cases 
by stool culture to be. Flexner. three times as frequent- 
Iv as Shiga. 


oO per cent. 


He found that old patients stood purging badly 
and showed no effect from antidysenteric serum. 
Purging is not given coincedentally with phage treat- 


ment. Where given, in some cases before phage 
treatment was started, it, of course, temporarily 
increased the diarrheea. Soda bicarbonate is given 


along with phage. By far the highest incidence of 
bacillary dysentery is in August, July is also a heavy 
month for it in North India. Dr. McCoy’s com- 
parison of phage and non-phage treatments are as 


follows :— 


Resuuts oF ‘TREATMENT 


Average number of days 


<=¢ 
Zz 
111 cases treated 
with phage 6 5.4 3.5 9 23 
120 cases treated 
otherwise 1310.8 3 73 AN 


The mortality of those treated with phage is 
exactly half of those treated otherwise, although the 
period of convalescence seems slightly larger in the 


nonphage cases. 


Only one-third of the cases responded definitely 
to phage although some of these responded drama- 
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tically and at once. Among those which responded, 
the results follow :— 
Average number of days 


to become 


For Temp 
to become 
normal 
For stools 
normal, 


Spent in 
Hospital. 


33 cases cured 
by phage 2.9 6.6 13.3 

He comments on the fact that in all cases the 
phage treatment was well borne and that patients 
who had had previous attacks of dysentery, infinitely 
preferred being treated with phage. 

The Shillong Report in the Indian Medical Gazette 
in January, 1982, gives a record of 2,79,044 doses of 
dysentery phage supplied in three years. It is of 
course more difficult for them to trace their results 
than for a hospital to do so. They have sixty-eight 
reports returned with many grateful letters. Six 
types were isolated. 

In Vellore we have used Shillong phage in a 
few cases, unfortunately unspecified in the charts, 
but we have a right to expect phage obtained locally 
to be more active against our loeal dysentery cases. 
We believe this justified. 
dysentery phage at Vellore, the present epidemic has 
Previously we 


In regard to our use of 


added greatly to our experience. 
preferred having a case of ameebic dysentery to a 
bacillary one. because of the specific treatment avail- 
able. We feel very differentiv now, for we have 
obtained much better results in  bacillary dysentery 
with phage treatment. 

All our patients were Indian except 4 Europeans. 
We are in agreement with the Calcutta findings 
in that a small percentage only of our cases 
were highly toxic and acute. Some of our cases 
were more chronic in character than those in the 
Caleutta group, but TI have omitted cases not 
diagnosable by classical symptoms or laboratory 
findings. I have ruled out those cases in which the 
diarrhea responded to quinine. There were un- 
fortunately, only four children in our group, as no 
others were treated with phage alone, even for the 
three days of phage treatment. One of these four 
died, and it is the only death in our entire series. 
The case was one of a new born babe, seventeen days 
old with pure blood and mucus in the stools and no 
rise of temperature. 

Among the chronic cases, some were not having 
diarrheea at the time of admission but had had attacks 
in the past and were suffering from vague intestinal 
complaints at the time of admission. ‘These were 
included in our list if the diagnosis was confirmed by 
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presence of cellular exudates in stools or in a few cases 
by serum aggiutination. The percentage of improve- 
ment was less in this class of case. Cases in which 
we could not definitely attribute improvement to phage 
are not classified as cures, although they eventually 
improved due to other factors. 


Total number of cases ian 
Average maximum Temperature 
Average daily number of stools eae el, 
Percentage of cure se 82 


Among the eleven cases in whieh improvement 
was doubtful or absent the greater number had no 
diarrheea at the time of treatment. In this class of 
case, an examination of fresh feces was made in 
patients with an unexplained low temperature, vague 
digestive disturbances, and a past history of dysentery. 
In the 48 acute cases, death occurred. The rest 
were all markedly and promptly improved with the 
exception of one European child, two vears of age, 
who continued very ill until after a course of atebrin. 
Some of these cases showed a spectacular response. 
No quinine or other drugs were given coincidently with 
the phage except sodi bicarb, so I have been able to 
distinguish the response to phage and the response to 
quinine if both were given. If the response to phage 
was not immediate or at least followed within a day 

* two and before the giving of other medicine, the 
outcome is classed as doubtful. Cultures were done in 
only a small per cent. of cases. The acute cases were 
much alike in their response, but I will give the details 
in one or two specific cases. 


(a) For one week before admission, » nurse had 19 motions 
daily, pure blood consisting of mucus with normal temperature. 
Steols became practically normal after Ist dese of phage, no 
other treatment being given. 

(b) Mrs. P., 104°F. temperature; 8 stools, blood, mucus and 
macrophages ; 2 stools, Ist day after phage—temperature normal 
3rd day. 

(c) Santhanam; puerperal insanity, temperature 102°F. 
Intravenous quinine given in spite of absence of malarial, para- 
sites in blood. Then phage was given; immediate response after 
countless stools with blood and pus. Next day she was sane 
with normal temperature and stools. 

(d) C. was very ill on admission with 20 stools in 24 hours. 
temperature 101°4°F., stools showed B. Flexner, amoebe and 
mnuacrophages. After 3 days’ phage, stools were normal in 2 more 
days. No antiameebic treatment was given. 


ConcLUSION 

(1) Anti-dysentery Phage has been, in all of our 
cases, administered by mouth on an empty stomach 
in a series of six doses given twice daily at 4 and 8 
a.m. for three days. ‘ 

(2) Phage is a very potent remedy in the treat- 
ment of acute bacillary dysentery. 

(3) It is not so uniformly successful in chronic 
dysentery but has cleared up many cases. 

(4) It has no contraindications or bad reactions. 


: 
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NOTE ON THE COMPARATIVE EFFECTS OF CARDIAZOL AND 
ADRENALIN ON BLOOD PRESSURE AND RESPIRATION OF 
A CAT AS RECORDED IN KYMOGRAPHIC TRACINGS 


S. M. BANERJI, M.sc., M.B., 


(From the Physiological Laboratory, Presidency College, Calcutta ) 


A three kilogram cat was anesthetised with ure- 
thane. One of its earotids was connected to the 
manometer and the blood pressure tracing was obtain- 
ed. Next a glass cannula was introduced into a jagu- 
lar vein and was connected to a burette. 1 c.c. of 
cardiazol (KNoLL’s ampoule) was diluted with 20 e.ce. 


were asphyxial in character continued until oxygen 
was administered to quiet them. 

When after oxygen administration for a long time, 
the B. P. tracings were normal for about half an hour, 
1 ¢.e. of adrenalin sol. (P.D. 1—1000) was diluted with 


20 ¢.c. of normal saline solution and put into the 


COMPARISON OF EFFECTS OF ADRENALIN AND 
CARDIAZOL ON BLOOD PRESSURE AND RESPIRATION. 


of normal saline solution and this was put in the 
burette. 1 ¢.c. of this containing .05 c.c. or 5 mg., of 
cardiazol was introduced in the jugular vein and the 
effect on the tracing was recorded. The following 
were noticed : 


(i) Within a few seconds the blood pressure rose 
and iti fell down gradually within a short time to the 
normal level. 


(ii) After the B. P. had returned to the normal 
level, the tracing showed remarkable undulations due 
to vigorous respiratory efforts and this stimulating 
effect of the drug on respiratory movements which 


burette. I c.c. of this containing .05 ¢.c. of 1:1000 
P. D. adrenalin or .06 mg., adrenalin was then intro- 
duced into the juglar vein of the animal. A typical 
curve was obtained, e.g. — 

(i) There was immediate rise of B.P. 
tinued for a quarter length of time and 
gradually to a level, lower than normal, 

(ii) The effect on respiration, as seen by respwa- 
tory undulations for the B. P. tracing, was not mark- 
ed. There was first apnea, then hyperpneea «nd 
again apnoea and all these changes occurred at the 
height of B.P. rise and ceased with the fall of B.P. and 
were therefore, very transient. 


which con 
which fell 
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CoNCLUSION 
The practical importance of this experiment 
seems to me to be the following :— 


(i) It shows the difference in action of the two 
drugs on B.P. and respiration e.g. (a) Cardiazol has 
less action on B. P. than adrenalin. (b) Cardiazol has 
more intense and prolonged stimulating action on 
The movements resemble 


respiration. respiratory 
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hyperpneea of the first stage of asphyxia and does not 
become normal except by prolonged administration of 
oxygen. 


(ii) Cardiazol, being therefore a drug having sti- 
mulating effect both on the respiratory system and the 
circulatory system (and on the former greater effect), 
should be the drug of choice in diseases like pneu- 
monia. 
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EDITORIAL COMMENTS 


Indian Medical Council Act 


As is well known, this measure only passed into 
an Act because it was felt that half a loaf was better 
than none. Its defects were patent and admittedly 
the measure fell far short of the expectations of Indian 
medical men, On this oeeasion we wish to draw atten- 
tion to the provisions for reciprocity in the recognition 
of medical degrees between India and other countries. 
It would be remembered that the question formed 
ene of the major issues in the contention between 
Government and the Indian medical profession. Ori- 
ginally it was proposed that British qualifications 
should receive automatic recognition in India but in 
the form in which the Bill emerged from the Select 
Committee a compromise was effected to the extent 
that recognition should only be aecorded for 4 years 
after which period negotiations would be entered into 


for a reciprocal arrangement. This was a generous 
gesture and a material concession. Even those who 


are deeply moved by the unjustifiable attitude of the 
General Medical Council of England in’ withdrawing 
recognition of Indian medical degrees, did not oppose 
the measure because they had no desire merely to be 
vindictive. They were glad to accept a compromise 
that did not give away their position completely. 
But what is the real position? The second Schedule 
of the Indian Medical Act has to accept all registrable 
qualifications granted by licensing bodies in the United 
Kingdom. These are accepted for 4 years from the 
commencement of the Act, after which period the 
Governor-General in Council will be required to issue 
an amended schedule, consequent on any negotiation 
on the question of reciprocity between India and 
England in the matter of medical degrees. It is also 
provided that ‘‘the Governor-General in Council shall 
include in the said schedule all medical qualifications 
included in the Second Schedule which were granted 
before the expiry of the said period of four years.’’ It 
is clear that during the transition period and when 
negotiations were pending, there should be no question 
of alteration of the Schedule. Further analysis of the 
Act shows that after the transition period of four 
years, not only would all qualifications granted before 
the expiry of this period have to be included in the 


new Schedule, but also those which the Council might 
have decided to include in it after the expiry of this 
period. In the event of the Council's refusal of an 
application, the Governor-General is empowered to 
override the Council and include it in the Schedule. 
That is to say that foreign qualifications may be incor- 
porated into the new Schedule by the Governor- 
General notwithstanding the opposition of the Council. 
The Council has no power to withdraw recognition of 
foreign degrees; it can only add to the scheduie but 
not delete from it. Thus the position the Council 
would occupy in negotiations with a foreign country 
for reciprocal recognition of medical degrees, is 
extremely unhappy. Even if it is found that the 
standard of any degree has deteriorated, the Council 
has no power to effect its deletion from the Schedule. 
The attitude towards qualifications granted by the 
British Indian Universities is, however, in striking 
contrast. There is not only provision for inspection 
but also for both addition to and deletion from the 
First Schedule where they are included. It seems, 
therefore, that little or no equity has been shown in 
dealing with the two classes of medical qualifications, 
foreign and Indian. 

In the report of the Select Committee, much was 
made of the point that the Governor-Generai would not 
(or hardly ever) use the overriding powers vested in 
him. Experience at the very first meeting of the 
Council, however, shows that this is not likely to be 
so. If the Government does not agree with the mem- 
bers on any question, it takes the liberty of re-opening 
the subject. It may, therefore, be taken for granted 
that the overriding powers of the Governor-General 
will finally be exercised if the members of the Council 
persist in their attitude. We shall see. 

Another defect to which we have _ previously 
drawn attention is that the various Provincial Medical 
Acts also provide for recognition of medical qualifica- 
tions. An anomalous situation is likely to arise if the 
Indian Medical Council were to withhold recognition 
of any foreign degrees while the provinces recognise 
the same according to the provisions of the provincial 
acts. We hope, early steps will, therefore, be taken 
to bring them into conformity with the Indian Medieal 
Act in this respect. 
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Action of Liver in Pernicious Anemia 


F. Rermayy, F. Sivek and F. Frirscn (Ztschr. 
Klin. Med., Dec., 1983: Ref. J. A. M. A., Vol. 102, 
No. 6: Feb., 1934) show that there is a_ great 
difference between oral and parenteral liver therapy. 
The same dose of liver is much more effective in 
parenteral than in oral therapy and, in order to pro- 
duce the same effect on the blood, the oral dose 
must be from thirty to fifty times as large as the 
parenteral dose. The pathologic condition of the 
digestive tract in pernicious anemia exerts a detri- 
mental influence on the utilization of the orally 
administered liver. ‘The absence of gastric digestion 
and the rapid passage through the gastrointestinal 
tract reduce the resorption of the active substance. 
Studies carried out by the authors indicated that the 
resorption of the active principle takes primarily in 
the upper portions of the intestine. If liver is intro- 
duced directly into the intestine without passing 
through the stomach, the efficiency is reduced in 
proportion to the lower level at which it is adminis- 
tered in the intestine. Careful observations on four 
patients disclosed that rectally administered liver 
and liver extracts have no effect on the blood 
status, and consequently, the authors reject rectal 
liver therapy as unreliable. Digestion experiments 
with trypsin and erepsin indicates that destruction 
of the active substance by the fermentative pro- 
cess in the gastro-intestinal tract is not likely and that 
the active antianemic principle of tie liver is not a 
polypeptide, and that, therefore, a polypeptide-like 
binding to another complex can be excluded. The 
authors enquire whether the superiority of parenteral 
liver therapy may not be due to the fact that in oral 
administration and the subsequent resorption in the 
gastro-intestinal tract, a large portion of the active 
substance is intercepted by the liver, stored there, and 
thus withdrawn from its utilization by the hemato- 
poietic system. In parenteral administration the 
substance is offered directly to the blood-producing 
organs and can, therefore, exert a more intense 
influence. The authors think that the great difference 
between the efficacy of the oral and the parenteral 
administration is not the result of one but several 


factors. Because these factors vary in different cases, 
an exact determination of the oral dose is difficult. 


J.C. B. 


Interpretation of Chest Roentgenograms 


Kexnon Dunnam, (Jour. Amer. Med. Assoc. Dee 
9, 1933, Ref. Med. Times, March, 1934) is of 
opinion that the relative degrees of scar tissue and pul- 
monary euxdate can be determined from a study of 
roentgenograms with sufficient accuracy to be of great 
practical value in the diagnosis, prognosis and treat- 
ment of pulmonary tuberculosis. Pulmonary tuber- 
culosis can be understood more easily if the various 
lesions are regarded as the products of inflammation 
and if it is remembered that tuberculous infection 
varies from marked chronicity to severe activity. Thus 
the densities, as shown on the roentgenogram, reveal 
lesions that vary from dense scar tissue (proliferative 
type) to extensive pulmonary exudate (exudative type). 
Adult apical and subapical tuberculosis, also called 
nodose and fibroid tuberculosis, starts as a lobular pneu- 
monia and most commonly develops in the posterior 
apical bronchus. It is a localized area of pulmonary 
inflammation with pulmonary exudate, which may 
reappear or break down (a lobular pneumonia). At a 
later date other similar lesions may develop. These 
show different densities on the roentgenogram . To 
differentiate these densities and to determine the ex- 
tent and degree of repair of degeneration of the lesions, 
excellent stereoscopic films are necessary. Caseous 
bronchopneumonia usually follows when the lobular 
pneumonia breaks down and liberates nascent tubercle 
bacilli. This lseion is portrayed on the X-ray plate 
as fine, coarse or flocculent mottling (indicating vary- 
ing degrees of the viciousness of the infection) asso- 
ciated with extensive and usually old lesions in the 
upper lobes. | Tuberculous lobar pneumonia is not as 
prevalent as tuberculous lobular pneumonia. Two 
types of roentgen densities in tuberculous pneumonia 
are to be noted. One patient will have the even den- 
sity of a heavy pneumonia and another the mottling 
of bronchopnuemonia. The cases showing the mottl- 
ing of bronchopneumonia do not have the upper lobe 
lesion from which to aspirate infectious droplets. Posi- 
tive sputum is found comparatively, late in either 
tuberculous pneumonia or the basal type of tubereu- 
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losis simulating bronchopneumonia. The roentgen 
density is not characteristic as it is in the fan type. 
A diagnosis may be suspected but not made from the 
roentgenograms alone. Malignant disorders as well as 
any pulmonary exudate may simulate the densities 
of tuberculous lobar pneumonia (basal tuberculosis). 
The difference between lobular tuberculosis and tuber- 
culous lobar pneumonia is probably due only to the 

severity of the infection. 


J.C. B. 


Pneumococcal Meningitis 


R. L. Warterrietp (Guy’s Hospital Reports, 
London, Oct. 1933; Ref. Jour Amer. Med. Assoc., 
Vol. 102, No. 6, Feb. 10, 1934) from an analytical 
study of thirty-five cases, states that the signs and 
symptoms may be vague or absent in meningitis, 
while in meningism they may be strongly marked. 
No definite points distinguish them except perhaps 
the tendency to hyperpyrexia in meningitis. Since 
meningism appears to arise invariably soon after the 
onset of pneumonia, one must always regard menin- 
geal signs arising late in the disease as of the gravest 
significance. Meningism in adults must be extreme- 
ly rare; hence meningeal symptoms in adult pneumo- 
nia suggests meningitis. 


Examination of the cerebrospinal fluid is the only 
means of making an absolute decision. In the past, 
recoveries seem to have occurred rarely, irrespective 
of the treatment adopted. The introduction of Felton’s 
serum has resulted in a large number of cures. When 
available it should be employed, especially if the organ- 
ism has been typed and found to belong to group T or 
II. In eight of the author’s cases of meningism, diag- 
nostic lumber puncture appeared to result in a drama- 
tic improvement in the meningeal symptoms. But 
fatal results in such cases have been reported and in 
one of his cases, death followed rapidly from the forim- 
ation of a pressure cone. When a lumbar puncture is 
performed, the fluid must be removed slowly and_ in 
small quantities. 

J.C. B. 


PATHOLOGY AND BACTERIOLOGY 


Effects of Repeated Injections of Bacterial Vaccines 


W. W. C. Toptey (Brit. Jour. Exper, Path., 
Dec., 1983) reports that one injection of vaccine of 
Bact. aertrycke gives a certain amount of immunity, 
and the general resistance increases up to a total of 
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4—6 weekly injections, but more than 6 injections 
gradually diminish the power of resistance so that a 
mouse receiving 13 injections of such a bacterial 
vaccine is little if at all more resistant than animals 
which received one injection. But in these cases, 
there is no evidence that the multiple injections of 
Bact. aertrycke vaccines had lowered the general non- 
specific resistance of the mice receiving them. 

It seems fair to conclude that the effect of these 
repeated injections was to induce a specific increase in 
resistance to a relatively high level, followed by a spe- 
cific decrease to a point at which the residual immunity 
was of a very low grade. 


It is not possible to hazard any opinion as to the 
probable decrease in immunity associated with repeated 
injections of a bacterial vaccine. Clearly the effect 
might be due to an accumulation within the tissues of 
the active antigenic substance on which the induction 
of immunity depends; or it might be a secondary but 
still specific effect due to some unrelated constituent 
of the bacterial cell or it might result from a specific 
sensitization of the tissues to one or another of these 
constituents. A bacterial suspension is an exceeding- 
ly crude reagent. The successful analysis of such 
phenomenon as that described would seem to demand 
the preliminary separation of the active substance or 
substances concerned. 

D.N. C. 


Meningococcus Toxin and Antitoxin 


Newett 8S. Ferry anp T. Siornack 
(Jour. Immunology, Vol. XXVI, No. 2, pp. 133-160, 
1934) from the results of a series of experiments have 
come to the conclusion that the meningitis, following 
intracisternal injections of the meningococcus and its 
produets into the animals under observation, is caused 
for the most part by the toxie products of meningo- 
coccus and that a soluble or true toxin, and not a 
so-called endotoxin, is largely responsible for the 
severe symptoms. This last deduction is based on the 
fact that these symptoms may be greatly modified or 
completely prevented if the dead organisms or 
products are mixed before injection with a sufficient 
amount of a specific antitoxin which is known to 
neutralize the soluble toxin. The selective action of 
the toxin toward the cerebrospinal system of laboratory 
animals or the greater susceptibility of this system 
for this toxin is shown by the fact that comparatively 
small doses will produce fatal effects when injected 
intracisternally, while relatively massive doses produce 
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no effects when injected intraperitoneally or intra- 
cardially. 

Prevention of meningitis in the guinea pig follow- 
ing injections of live meningococci mixed with either 
the antitoxin or an antimeningocoecie serum, has not 
vet been accomplished, so that the question of infec- 
tion itself having some bearing on the condition found 
in those animals cannot be entirely eliminated. 


In any case whether the 
results from an invasion of the tissues with the live 
organisms or is due merely to the injection of certain 
products, the symptoms themselves appear to be 
caused by the aetion of the central nervous system, 
of a soluble toxin which is capable of neutralization by 
u specific antitoxin. 


however, condition 


If this is the case with laboratory animals, it is 
not beyond reason to expect a somewhat similar 
activity on the part of this toxin and its antitoxin 
toward a meningococeus infection of the cerebrospinal 
system in the human. 


D. N.C. 


A Bacteriophage for Cl. Tetani 


Pune B. Cowes (Jour. Bact., Vol. XXVII, 
No. 2, 163, 1934) has succeeded in isolating a bacterio- 
phage for Cl. tetani. He reports that this bacterio- 
phage, in its production of plaques, its transmissibility 
in series, its filtrabilitv, and its resistance to heat, 
behaves as do others. There is apparently no_ lysis 
under aerobie conditions. Moreover, by appropriate 
contact between culture and bacteriophage, the former 
can be made resistant and lysogenic, and cultures 
derived from heated spores of such a lvgosenie culture 
contain bacteriophage, as is the case with other spore- 
forming bacteria. Experiments show that the presence 
of bacteriophage cannot be held responsible for the 
poor toxin production characteristic of some clostri- 
dium tetani. 


D.N. C. 


SURGERY 


Results of Cancer Therapy at the Mayo Clinic 


W. C. Atvarez (Proc. Staff Meet., Mayo Clinic 7: 
646-650, 1932, Amer. Jour. Cancer) is of opinion that 
even among physicians the results of treatment of 
cancer are regarded as discouraging, and operation is 
not always advised when it should be. In reporting 
results in cases of cancer, the percentage of cures 
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obtained in operable cases should not be averaged 
with those obtained in inoperable cases; nor should the 
percentage of cures in different types of cancer be 
averaged. It should be emphasized that a_ high 
percentage of cures can be obtained in certain types of 
cancer; and that early operation gives the highest 
percentage of cures. 

In the cases of carcinoma of the stomach seen at 
the Mavo Clinic, the lesion could be resected in only 
43 per cent. of cases; and in carcinoma of the colon 
and rectum, resection could be done in only 35 per cent. 
Of 795 patients traced following resection of gastric 
carcinoma, 24 per cent. survived five years or more; 
and of 602 patients traced following resection of carei- 
noma of the colon and rectum, 33 per cent. were 
living and well five years or more after operation. 

In cancer of the fundus of the uterus, 53 per cent. 
of those with lesions suitable for excision alone surviv- 
ed five vears or more; and 31 per cent. of those with 
lesions suitable for treatment by excision and radiation 
survived; but only 13 per cent. of inoperable patients 
treated by radium alone lived five years or more. In 
cancer of the uterine cervix, 75 per cent. of operable 
cases and 62 per cent. of borderline cases showed five- 
year cures; but only 21 per cent. of inoperable cases. 
Of 1,859 patients with cancer of the breast operated 
upon, 67 per cent. of those without lymphatic involve- 
ment and 26 per cent. of those with lymphatic involve- 
ment showed five-vear cures. 

In 900 cases of carcinoma of the prostate gland, 
prostatectomy was done in 164 cases; 13 per cent. of 
these patients lived five vears or more after operation; 
most of them were old and in poor condition. Of 600 
patients with carcinoma of the bladder treated by 
operation and irradiation, 28 per cent., lived five years 
or more after treatment. Of 204 patients with cancer 
of the thyroid operated upon, 32 per cent. lived three 
years; 87 cases treated by operation and irradiation 
were followed up and 71 per cent. of the patients were 
living five years or more after operation; of 71 patients 
treated by irradiation alone, 24 per cent. were living. 

Of 250 patients with cancer of the face treated, 93 
per cent. of those without involyement of cartilage or 
bone and 78 per cent. of those with such involvement 
showed five-vear cures. In cancer of the mouth, 35 
per cent. of those treated by early surgical removal and 
15 per cent. of those treated by irradiation alone were 
living five years or more after treatment. 

These figures make it clear that ‘‘much can be 
done”’ for a considerable precentage of patients with 
carcinoma who came for treatment early enough. It 
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was noted also that even when a lesion is large and 
there are metastases, inuch can often be done in a pal- 
liative way, and there is ‘‘a gambler’s chance’’, that if 
the primary growth is removed, the body will hold the 
smaller metastatic growths dormant for several years. 


J.C. B. 


Gangrene due to Thrombo-Angitis Obliterans 


Sau S. (Jour, Amer, Med, Assoc., 
No. 1, 102, No. 6, Feb. 19384) from further observation 
on the thrombo-angitis 
obliterans, emphasises the fact that the 
self-limited. The only indication for amputation in 
this disease is total destruction of the foot, 


treatment of gangrene in 


process is 


so that 
a weight-bearing stump is unattainable. 

In twelve cases of gangrene and ulceration, heal- 
ing was accomplished by simple measures, without the 
use of any operative procedure. Sympathectomy is 
the thrombo-angitis 


unnecessary in treatment of 


obliterans. 

According to the author, treatment consists of a 
careful co-ordination of the following factors: (1) rest 
in bed, (2) prohibition of smoking, (8) intravenous in- 
jections of hypertonic saline solution and (4) surgical 
cleanliness of ulceration and of gangrenous areas. 
Regarding the injection of hypertonic saline solution, 
the author advocates the use of 300 ¢.c. of 2 to 5% 
sodium chloride solution every other day until gangrene 
and ulceration are healed. 


Modern Surgical Measures Adopted in the 


Treatment of Pulmonary Tuberculosis. 


The adoption of the surgical measures in the treat- 
ment of pulmonary tuberculosis is a subject of fine 
discretion which is obvious from the four questions 
put forward with regard to this by Branrer, (Med. 
Press and Circular, New Series Vol. CXXXVI, pp. 339, 
Ref : Indian Med. Gaz., April, 1934) viz. : 

(1) Can the patient recover without operation? 

(2) Will the centralateral lung stand the opera- 
tion? 

(3) Is the pleura adherent? Test it. 

(4) Is the general condition of the patient and 
the state of the other organs good enough ? 


The operations that are resorted to are the follow- 
ing :— 


(a) Operation on the phrenic nerve. 
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(b) 'Thoracoplasty. 

(c) Sealenectomy. 

(d) Inter-costal neurectomy. 


(c) Pneumotomy. 


Of the five methods named above, only the first 
two are sometimes adopted and the remaining are only 
cases and seidom 


advoeated as suitable in certain 


resorted to. 


The object of the operation is to give rest to the 
diseased lung temporarily or permanently by paralys- 
ing the diaphragm which ean be achieved by (i) crush- 
ing the phrenic nerve in the neck or (i/) injecting alco- 
hol into ithe nerve for temporary purpose and by (1) 
phrenic evulsion or by (2) phrenicectomy for the perma- 
nent effect. Really speaking it is a natural corollary 
of artificial pneumothorax. 


The indieations for this operation are :—- 
(1) Fatiure to induce an a:tificiai pneumothorax. 


(2) In pneumothorax cases where adhesions are 
causing trouble by traction and cannot be 
dealt with by 


cauterization or other 


methods. 


(3) In artificial pneumothorax cases in which 
obliteration is beginning. 

(4) In artificial pneumothorax cases which are 
being abandoned. 

(5) As an invariable preliminary to complete 
thoracoplasty. 

(6) In the eases with bilateral disease where 
a bilateral selective pneumothorax can- 
not be obtained on more than one side. 

(7) Where artificial pneumothorax is contra- 
indicated owing to heart disease or bron- 
chitis. 

(8) The relief of troublesome symptoms, notably 
hicecough, vomiting or cough 


The 
nerve is exposed under local anesthesia on the anterior 
surface of the scalenus anterior muscles. For a perma- 
ment effect, 3 to 7 inches of the nerve is evulsed or if it 
is impracticable the main trunk is divided. While if 
a temporary result is required, about a third of the main 
trunk is crushed but not actually divided. 


The technique of the operation is simple. 


In all cases 


branches should be looked for and 


any accessory 


divided. 


R. 
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The Injection Treatment of Hemorrhoids 

H. Hennincer (Wiener klin, Weschr., No. 9, 1933, 
Ref : Ars Medici No. 7, 1933) writes to the relief of 


those who are suffering from hemorrhoids but dread 
surgical operation, that the nodules are amenable to 
successful treatment by injection of the following 
drugs directly in their lumen. 


The drugs used for the internal nodules are either 
(1) 70% alcohol or (2) 10% of quinine hydrobrom. in 
70% alcohol. The dose being .5 to 1 ¢.e. per nodule. 
In eases of external nodules, a 10% solution of dex- 
trose (Merck) in undiluted glycerine (twice distilled) 
with or without the addition of 4% quinine hydro- 
brom. (to be warmed before use) is used. Dose 1—1.5 
per nodule. 

For one or two days previous to the day of injee- 
tion, laxatives are given to the patient and an enema is 
also given before injection is made. ‘The part is super- 
ficially anesthetised with 10% novocain. The nodules 
should then be treated by Bier’s dry cupping with the 
patient lying on, his side for 10 minutes. Now, the 
injections are made preferably directly into the lumen 
of the nodules with the patient in the knee-elbow posi- 
tion. The patient should then lie down for a quarter of 
an hour at least, and is next given a dose of Tinct. 
opii 15m. By this and a restricted diet defecation is 
stopped next day and he may follow his occupation. 
On the third day, he is given a purgative and should 
take a bath after the motion. 

The sugar and glycerine solution is specially use- 
ful in the case of tender and bleeding nodules as also 
for the prolapsed mucous membrane. Sugar has the 
power of producing thrombosis and glycerine dehy- 
drates. The thrombosed nodules shrink and gradually 
perish and granulation takes place there within a week. 

A.N. Rh. 


OBSTETRICS AND GYNECOLOGY 


Studies of the Blood in Normal Pregnancy 


W. J. Dickmann and C. R. Weener (Arch. Int. 
Med., No. 2, pp. 188, Feb. 1934), studied the changes 
in blood in a series of same women throughout preg- 
nancy and puerperium and came to the following con- 
clusions :— 

Previously reported hemoglobin, hematocrit and 
erythrocyte values in pregnancy are in many instances, 
at variance with each other, and the results are ineon- 
clusive because, with a few exceptions, they were 
made with methods and apparatus which were not 
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standardized, and they were not made on the same 
women throughout pregnancy. They are of value only 
in that they indicate the direction of the change. 


Determinations of these constituents and of the 
blood volume were made on various groups of women 
for the different periods of pregnancy. While the 
means show a decrease in each substance, reaching a 
minimum in the last ten weeks, calculation of the 
difference between the means demonstrates that the 


change is of no significance. 


Similar studies in which the same women were 
followed throughout pregnaney and puerperium indi- 


cate that the following changes occur in the blood: 


1. There is a definite decrease in the hemoglobin 
per hundred cubic centimetres of blood. The maxi- 
mum decrease, amounting to 15 per cent. is from the 
twenty-sixth to the thirty-fifth week. At two weeks 
post-partum the hemoglobin is 17 per cent. and at 
eight weeks it is 14 per cent. below normal. 

a slight but definite decrease in the 
kilogram during pregnancy, and a 
Apparently there is 


2. There is 
hemoglobin per 
more marked one after delivery. 
an attempt during pregnancy to compensate for the 
increase in tissue by increasing the hemoglobin, but 
post-partum the stimulus is gone and there is a lag in 
the production of hemoglobin. 

3. The changes in the hematocrit value are 
similar to those in the hemoglobin content. The 
maximum decrease during pregnancy is 14 per cent. 
The recovery. after delivery is more rapid, although at 
eight weeks post-partum the hematocrit value is still 
below normal. 

4. The changes in the erythrocytes are also 
similar, but the count is normal at three weeks post- 
partum, thus demonstrating the ability of the hemato- 
poietic tissue to produce red cells, but its inability to 
stock them with the normal amount of hemoglobin. 

5. The total amount of hemoglobin shows an 
average increase of 13 per cent., but individual cases 
show a marked gain during pregnancy and a retention 
of much of the gain post-partum. 

6. The total cell volume shows an 
increase of 20 per cent. which is even greater in many 
individual eases, and a retention of many of the cells 


average 


post-partum. 

7. The increase in plasma volume is definitely 
greater than the increases in cell volume and hemo- 
globin. Therefore, these constituents show a. relative 
decrease and an absolute increase. 
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8. Since the erythrocyte is only a vehicle for 
transporting hemoglobin and since cell counts in 
5 
pregnancy are often misleading, more time and care 
“should be devoted to hemoglobin determinations. 


9. In pregnancy, a hemoglobin content under 
10 G. per hundred cubie centimetres of blood should 
be diagnostic of anemia. 


10. The changes in blood volume, cell volume 
and hemoglobin are a part of the mechanism by 
which the body is able to take care of its own increase 
in tissue and the metabolism of the fetus, with the 
expenditure of the least amount of work. 


J.C. B. 


Resection of Presacral Nerve for Dysmenorrhcea 


Josten L. De Courcy (Amer. Jour. Surg., New 
series, Vol. XXIII, No. 3) has given us a history of 
21 such operations where he has been successful 
without exception and without any untoward after- 
effect. He has, however, laid great stress upon the 
contraindications for such surgical operations and asks 
the surgeons to consider them very seriously before 
the operation is undertaken. 


The contraindications are— 

(1) that the case is not psychogenic or hysteri- 
cal in origin. 

(2) that the intermenstrual pain is not asso- 
ciated with rupture of the Graafian 
follicle or the pain which involves the 
internal ovarian plexus. 

The technique of the operation as described by 
Courcy is given below. 

The patient is anesthetised and the cervix is 
dilated. Next, she is placed in the Trendelenberg 
position. The abdomen is opened with an_ incision 
close and left to the middle line extending from the 
pubie bone to a point about an inch above the 
umbilicus. Packing is done to push the bowels 
upwards leaving the sigmoid colon on the left side till 
the promontory of the sacrum is reached where the 
presacral nerve fibres are seen to cross the left iliac 
vein. The posterior parietal peritoneum covering the 
pelvic triangle lying between the right iliac artery and 
the left iliac vein is incised and the fibres in the 
triangle are picked up upon a suitable implement 
leaving no fibre there, however insignificant. They are 
next stripped off and the wound is closed. Search 
also should be made at this time for any pathogenic 
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condition there. Courcy removes the appendix too, in 
the same sitting. 

Patients may have to be catheterised for two or 
three days and no other cause of anxiety is left after 
the operation. 


ALN. R. 


PEDIATRICS 


Treatment of Anzmia in Children 


M. C. Lotrrure (Amer. Jour. Dis. Child. Ny 4, 
Vol. 47, January, 1934) carried out investigations 
regarding the effect of ferrous and ferric compounds, 
reduced iron and a copper compound on anemia in 
children. The ferrous salts used were ferrous chloride 
or ferrous sulphate dissolved in a simple syrup. To 
prevent oxidation of ferrous salts and their conversion 
to ferrie state, citric acid was added in small doses. 
The ferric compound used was colloidal ferrie hydrate. 

The ferrous salts had a quick effect in raising the 
hemoglobin percentage. The ferric preparations were 
without effect. The reduced iron was effective in 
certain cases. The copper sulphate seemed to be 
without effect on hemoglobin percentage. The author 
advocates ferrous salts in anemia on the grounds that— 

(1) they cause no dyspeptic symptoms, unlike 
reduced iron, 
(2) they are most effective. 
J.C. B. 


Etiology of Diarrhcea in Infants 


R. (Jahrb, & Kinderhlk, 189, 
319, 1933) concluded : 


1. Adam demonstrated a particular type of 
coli, called dyspepsia coli, in intestinal intoxication of 
children. This has characteristic serological proper- 
ties and could be differentiated from other types of 
coli and typhoid-para-typhoid group. 

2. Usual cultural methods are not sufficient for 
its isolation and only special agglutination could 
invariably demonstrate its presence. 


83. Dyspepsia coli is not ubiquitar.’’ Its 
presence can be demonstrated in the intestinal canal 
of infants. In dyspeptic cases, its presence can be 
demonstrated intra vitam in at least 50% cases; 
rarely in healthy subjects. In gastric content, urine 
and blood from the heart, dyspepsia coli is rarely 


present. In adults it is very searce, 
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In par-enteral coli infection, it was constantly 
absent. 

4. The clinical picture of dyspepsia originating 
from dyspepsia coli, is not different from other types 
of dyspepsia: Intoxication is not necessarily asso- 
ciated with dyspepsia coli. 


5. This type of diarrhoea is an infectious disease. 
One ean follow its epidemiology very well in house 
infection in a hospital. 

6. This investigation showed that dyspepsia coli 
is one of the many causative factors of diarrhoea in 
infants. 


K. C. C. 


Hypophyseal Dwarfism 


Barker, L. F. (Endocrinology, 17: 647, 1933) 
studied a man of 24 because of underdevelopment 
after the sixth year of life, severe headache, fre- 
quent urination, and weakness’ in the left knee. 
The father was 6 feet 6 inches in height, and mother 
suffered from migraine. 

Examination showed; height 189 ¢.m., weight 
29.7 K. G., pulse rate 116, low blood pressure, marked 
dwarfism with epiphyseal hypotrichosis, failure of 


secondary sex characters and low basal metabolic 
rate (minus 22.1), periapical dental infection, 


chroni¢ tonsillitis, secondary anemia, slight arthritis. 


He was regarded as infantile proportionate dwart 
dependent upon either a neoplasin or cyst originating 
in residues of the ductus and causing 
injury to the adenohypophysis (or to its connection to 
the brain) with resulting hypo-hypophysism, hypo- 
genitalism and hypo-thyroidism. 


pharyngeus 


Nephrosis in Children 


Wescott, F. H. and Denver, R. H. (Jour. Ped. 
4: 191, 1984) concluded : 

1. Nephrosis is a metabolic disease, 
panied by changes in the blood lipoids and proteins, 
and manifested pathologically by degenerative pro- 
cesses. Its etiology is obscure. 


accom- 


2. The edema is not directly of kidney or cireu- 
latory origin and is not entirely related in cause or 
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effect to the blood-proteins. We believe it is of 
metabolic origin and follows, more or less directly, 
the blood lipoids and their metabolism with the 
resulting changes in tissue osmosis due to depleted 
proteins and increased cholesterol. 

3. There is an accompanying anemia, which is 
out of proportion to the joss of kidney function. 

4. The course of primary nephrosis may be 
favourably influenced for short periods by thyroid 
medication. Early secondary nephrosis is also 
similarly influenced by it, but only after all foci are 
removed. 
nephrosis is un- 
secondary types, 
Secondary neph- 
acute types 


5. The prognosis of primary 
favourable, as is that also of the 
which result in chronic nephrosis. 
rosis which develop into subacute 
usually result in early death. 


or 


6. The pathology is essentially that of lipoidal 
degeneration with a superimposed infectious element. 


K. C. C. 


Chronic Pyuria Treated with Autogenous Vaccines 


ScHLESINGER, B. (Proc. Roy. Soc. Med., 27: 
411, 1934) studied one girl, aged 9 years, who suffered 
intermittently for over one year with chronic pyelitis 
with bouts of high fever, the urine culture at first 
showing B. Coli and later changing to B. Proteus. 
Investigations by cystoscopy, uroselectan and _ radio- 
graphy revealed no structural abnormality of the 
renal tract. The usual treatment with alkalies, hexa- 
mine, and eaprokol produced no effect and ketogenic 
diet made the condition worse. Autogenous vaccine 
made from B. Proteus vulgaris given weekly for five 
months in doses of 400,000 to 100,000 caused a rapid 
improvement. Vaccine therapy caused no local or 
general reaction. 

Another girl, aged 10 years, had repeated attacks 
of B. Coli pyuria with severe symptoms; headache, 
vomiting, pain in the loins and high fever. Uro- 
selectan given intravenously revealed a rare congeni- 
tal abnormality, four ureters. The usual treatment 
as in the first case did not produce any effect. An 
autogenous B. Coli vaccine was given for nine 
months at weekly interval in doses of 2,000,000 to 
600,000,000. Local and general reaction were 
encountered for 24 hours. The patient is free from 
any symptoms for the last nine months. 

©. 
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THE THIRTEENTH ANNUAL REPORT OF THE 
BENARES MEDICAL ASSOCIATION 


Mr. Preswwent, LApIEs AND GENTLEMEN, 


With your permission, I place before you the 
13th Annual Report of the Medical Association, 
Benares. 


The Office-bearers for the vear 1933 were :— 
1. President :— 
Capt. S. K. Chaudhuri, M.n.£., B.a., 
M.B., I.M.s. (Retd.). 
2. Vice-Presidents :— 
(1) Rai Saheb, R. 8S. Agarwal, L.r.c.p. & 


S.E., D.p.H, (Lond.). 
(from January to July, 1933). 


Dr. C. B. Lal Dina, L.m.p. 
(from August to December, 1933). 

(2) Dr. Murarilal, L.m.p. 
Secretaries :— 

(1) Dr. S. Lahiri, M.n. 

(2) Dr. B. N. Bhattacharya, 

4. Members of the Council :— 
(1) Rai Bahadur Dr. B. B. Banerjee, 
(Retd.) C. 8. 
(2) Dr. P. C. Rakshit, M.r. 
(3) Dr. M. A. Nomani, M.B., Bus. 


Auditor :— 


~t 


Rai Bahadur Dr. B. B. Banerjee, (Retd.) C. 8. 
6. Members of the Library Sub-Committee :— 
(1) Dr. H. Mukherjee, 
(2) Dr. P. D. Roy, m.r. 
(3) Dr. Bholanath. 
(4) Dr. D. P. Ghosh, M.m.r. 
(5) Dr. M. A. Nomani, M.B.B.s. 
(in place of Dr. P. C. Rakshit, M.8. resigned). 
(6) Dr. B. C. Sen, L.M.p. 


7. Librarian :— 
Dr. H. 8S. Mukherjee, L.M.p. 
8. Registrar of the Scientific transaction 


Dr. P. D. Roy, M.B. 


Number of the members on the Ist January, 
1933—57. 


Enrolled during the year—16 as against 5 in the 
previous year. 

Resignation during the vear—1 as against 2 in the 
previous year. 

Struck off for non-payment—8 as against 3 in the 
previous year. 

Died—2. 

Total number of members at the end of the vear 
1933—67 as against 57 in the previous year. 


Number of meetings held during the vear 1933. 


(1) Extraordinary 


(5) Social—2 out of which one was held on 
7-6-33, at the Marwari Hospital in which Messrs. 
Goswain and Mitter kindly gave demonstration on 
Hypnotism and Magic and the other on the 17th 
December, 1933, at the Kashi Club, where a dinner 
was arranged, and was attended by no less than 54 
members besides 3 gentlemen—Dr. Pande, Dr. Hakku 
and Shah. It is no exaggeration to say that in the 
annals of the Association, it was the only gathering 
where such a large number of members attended. 


(6) Sub-Committee meeting 


(7) Library Sub-Committee meeting 


Opening Balance _... .. Rs. 1981 6 O 
Income during the year 
Expenditure during the vear .... ,, 779 6 9 
Closing Balance _... ~ 


Amount written off for non-payment of subserip- 


tion Rs. 20-12-0 as against Rs. 40/- in the previous 
vear. 


Arrears on the date of closing the year Rs. 63-12-0 


as against Rs. 55-8-0 in the previous vear. 
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The Establishment :— 

There are one part time clerk and a wholetime 
time peon from 16th October, 1933. The former péon 
was discharged on account of his unsatisfactory work 
and he died before he got the news. The present 
peon has been appointed in his place, and his work 
is quite satisfactory. The clerk is faithful and 
deserves the pay he gets. The office of this Asso- 
ciation was removed to these premises for more 
facility of work and also as a measure of economy 
and thus we save approximately an amount of 
Rs. 5-8-0 per month, i.e., Rs. 66/- a year, on account 
of house rent and light. Sincere thanks go to the 
proprietors of this Hospital for kindly allowing us to 
locate this office here. 

Library :— 

Number of books issued this year—110 as against 
108 in the previous vear. 

Number of periodicals issued this yvear—76 as 
against 37 in the previous year. 

Number of books presented this yvear—2. (One 
by Dr. C. B. Lal Dina and the other by Dr. G. S. 
K. Iyer). 

Papers read—2. 

(1) ‘*Role of Oral Sepsis’’ by 
charya. 

(2) ‘‘ A case of Tetanus ’’ by Dr. 
Dumraon. 

Case Note—1. 

‘“‘Hemiplegia’’ by Capt. 8S. K. Chaudhuri. 

Kala-Azar Dispensary :— 

The Kala-Azar Dispensary 
under Dr. P. D. Roy, m.s. 

Cases admitted—43, last year’s pending 8. Total 
cases treated 46. 

Filaria :—Admitted—13, 
Total cases treated 15. 

Cases cured 35. 
ment 5. Death nil. 

The training for Compounders, Nurses and Mid- 
wives :— 


Dr. B. N. Bhatta- 


R. Bose, of 


did very good work 


last year’s pending 2. 


Discontinued 21. Under treat- 


This year two compounders have passed the final 
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examination. I need hardly say that the training 
class has become popular and it is evident from the 
fact that there’ was a great rush for admission. More 
than 30 compounders and 5 nurses are receiving 
training at the present moment. But it is a matter 
of very great regret that the quality of materials that 
we are getting for nurses’ training is hopelessly poor. 
Moreover, practically none of them seriously think of 
taking up nursing as their profession. Unless the 
right type of girls with proper spirit, ideas and a 
fair amount of general education in them are forth- 
coming, I am afraid, we shall have to give up this 
idea of training nurses. I appeal to the members and 
through them to the public to give me even two girls 
of the right tvpe to start with and thus start the 
nucleus of trained Indian nurses, suitable for Indian 


houses. 


LapIES AND GENTLEMEN, 

I have much pleasure to say that this Association 
is going to be a branch of the Indian Medical Asso- 
ciation very shortly. 


Further, efforts are being made to enlist the 
sympathy of H. H. Capt. Sir Aditya Narain Singh, 
K.c.8.1., Maharaja of Benares, towards this Association 
and to make H. H. the patron of this Association. 
I have every hope that our efforts will not be 
unsuccessful. 


In conclusion, I take this opportunity of thanking 
Drs. G. C. Bagchi, m.s., B. B. Sherma, M.B.B.s., 
p.p.H., B. K. Banerjee, u.m.s., H. 8S. Mukherjee, 
L.M.p., A. K. Banerjee, B.sc., M.B., M. A. Nomani, 
M.B.B.S. and R. L. Sur, u.m.F., the Hony. Teachers of 
the training class and also the ‘* Board of Examiners ”’ 
for their trouble and sacrifice. 

Having laid before you a short account of the 
working of the Association for the closing year, we, the 
present office-bearers and members of the Council, 
beg leave and retire. 


(Sd.) §S. Lahiri, m.s., 
Hony. Secretary. 


Medical Association, Benares. 
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ANNUAL REPORT OF THE WORKING OF THE 
LUCKNOW MEDICAL ASSOCIATION 
FOR THE YEAR 1932-33 


Mr. Presipent, AND THE MEMBERS OF THE L. M. A., 


I have the honour to present to you, to-day, the 
annual report of the working of the Lucknow Medical 
Association for the vear 1932-33. Before giving you 
a detailed account of the manifold activities of the 
Association throughout the year, I think it worthwhile 
to give you a brief history of how this Association 
came into existence. When I came here in February, 
1932, with a view to practise, I found that no Medical 
Association existed in Lucknow. I 2. 
Modi, and we both discussed the possibilities of form- 
ing an Association in Lucknow. I also saw Dr. Hukku 
in this connection and we issued a notice of a meeting 
to about 50 medical practitioners of Lucknow in June 
last vear. The response was poor and so we decided 
to call another meeting in August, 1932, when most 
of the practitioners would have returned from the 
hills. A general meeting of the medical practitioners 
of Lucknow was held on the memorable day of 
12th August, 1932, at the Balarampore Hospital, the 
conveners being Dr. Hukku, Dr. Swaroop, Dr. R. 8. 
Gupta, Dr. Kolapore. and Dr. 8. C. Sen. There was 
® good attendance this time and the Lucknow Asso- 
ciation was formed. The following office-bearers were 
then elected for the ensuing years :— 


met 


President. 


1. Dr. H. Hukku 


2. Dr. Kolapore Vice-President. 
3. Dr. Williams Vice-President. 
4. Dr. T.S. Swaroop — Secretary. 
5. Dr. K. K. Roy Chowdhury 

Asst. Secretary. 
6. Dr. S. C. Sen Treasurer. 
7. Dr. U.S. Pande Auditor. 


An executive committee of 12 members, consisting 
of 7 ex-officio members and the following 5 ordinary 
members of the Association, was also formed :— 

1. Dr. T. 8. Iyer. 

2. Dr. H. Sahai. 

3. Dr. R. Lal. 

4. Dr. J. P. Modi, Rai Bahadur, 
5. Dr. R. 8. Gupta. 

The rules and regulations of the Association were 
drafted by the executive committee and subsequently 
passed at the general meeting of the Association. 


One of the most important activities of the Asso- 
ciation during the year under review was the holding 
of the Ninth All-India Medical Conference at Lucknow 
under its auspices. It is needless now to recount 
the tremendous success that attended its delibera- 
tions and chorus of praise that 
from every who attended the Conference is 
disseminated throughout the length and breadth of 
India. Our special thanks are due to the members of 
the Working Committee of the Conference who spared 
no pains in making it a unique success. We were 
able to save Rs. 987/- from the funds of the Confer- 
ence, which we have according to the resolution of 
the management committee of the Conference, 
deposited in the fixed deposits of the Central Bank of 
India. This money is to be administered by a joint 
trust consisting of Dr. Hukku, Dr. Vyas and Dr. 
Swaroop and it is to be used for the Lucknow Medical 
Association if it continues to function for at least one 
year or to be spent for some beneficent medical 
object. 


the emanated 


one 


Our Association took keen interest in the Indian 
Medical Council Bill, and at a general meeting, held 
on 14th December, 1932, we held a discussion to 
formulate the views of our members on the Bill. 
The alterations and amendments that were suggested 
by our Association were printed in a leaflet form and 
placed before the Subjects Committee of the Ninth 
All-India Medical Conference. In February, 1933, 
when the Bill was, for consideration, before the 
Legislative Assembly, the Executive Committee of our 
Association sent telegrams to the Hon'ble Sir Fazli 
Hossain, party leaders, and prominent members of the 
Assembly, protesting against the Bill. 

The majority of the resolutions that were passed 
at the open session of the Conference were sponsored 
by the Lucknow Medica’ Association, an achievement 
in which our Association, scored over the rest of the 
branches of the I. M. A. in India. 


Membership:—We had 81 members on the roll 
of the Association in January, 1933, but now it has 
dropped to 65. The reason for this decrease is partly 
to be accounted for by the fact that most of the 
members had joined the Association merely for the 
sake of the Conference, and subsequently left us, and 
partly to the fact that most of the members have left 
the station for good. However, the present number of 
membership is very encouraging indeed, as it is only 
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the first year of our existence and it is hoped that 
those gentlemen who had doubts in their minds about 
our bona fides up till now, will now join us and lend 
their co-operation in a common endeavour. 

Deaths:—During the year under review, the 
Association records with profound sorrow, the un- 
timely death of Mr. J. P. Sanyal one of the members 
of the Association. 

Meetings :—(a) General. During the year we held 
7 general meetings which were mostly devoted to the 
preparation for the conference, and the Indian Medical 
Council Bill. The attendance at these meetings was 
ulways very satisfactory. (b) Clinical. Seven clinical 
meetings were held during the year on last Thursday 
of each month. They were invariably very interesting 
as usual and instructive cases were demonstrated by 
the members. The attendance at these meetings, 
however, was rather poor. Our members do not seem 
to have appreciated up till now the real importance 
of these scientific gatherings as our contemporaries in 
the West have done. (c) Executive Committee. Six 
meetings of the Executive Committee were held 
during the year and transacted the ordinary business. 
(d) Various meetings of the management committee 
and the working committee of the Ninth All-India 
Medical Conference were held during the three months 
preceding the Conference. 


Library :—The association subscribes six Journals 
for the use of its members and they were distributed 
among the members. The difficulty experienced in 
the distribution of these periodicals both by the 
members and the Secretary can only be counter- 
balanced either by having a permanent room for the 
Association, or by a_ better co-operation between 
the Secretary of the Association and the members. 


Finances :—Our net receipts for the last year were 
Rs. 602-2-0 and Rs. 131/- for this year. Our expendi- 
ture has been Rs. 370-4-0, thus leaving a net balance 
of Rs. 362-14-0 to the credit of the Association. But 
of this amount, our annual contribution to the Central 
Body of the Indian Medical Association comes to 
Rs. 148-12-0, thus leaving a balance of Rs. 83/- for 
the last year and Rs. 131/- for the ensuing year. 

Entertainments :—At most of the meetings of the 
Association we gave sumptuous teas on behalf of the 
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Association which was undoubtedly responsible for the 
increase in the attendance of the members at such 
meetings. Our President has also entertained us 
lavishly at the meetings of the Executive Committee 
of the Association. 


Nominations :—The Association nominated on _ its 
behalf Dr. Hukku, and Dr. J. P. Modi, to serve on 
the Central Council of the Indian Medical Association 
and Dr. T. R. Swaroop and Dr. A. Hameed as colla- 
borators on its Journal Committee. It is a pleasure 
to note that Rai Bahadur Dr. B. N. Vyas, one of our 
members, has been elected Vice-President of the 
Indian medical Association, an honour which is invari- 
ably a forerunner to the most distinguished office of 
the Indian Medical Association, I mean its President- 
ship. It is my privilege to acknowledge here with 
thanks the services rendered to the Association by its 
office-bearers in particular, continued wilful assistance 
given to me by our President Dr. H. Hukku, who has 
always been a source of great value to me and 
rendered much valuable advice. Our treasurer, 
Dr. Sen, has also spared no pains in keeping accounts 
of the Association, correct and up-to-date. 

(Sd.) T. R. Swaroop, 
Secretary. 


LUCKNOW MEDICAL ASSOCIATION. 


Statement showing Receipts and Expenditure 
for the year, 1932-33. 


INCOME EXPENDITURE 

Rs. A. P. Rs. A. P. 
Subscription 726 0 0 Pay of Peon 141 1 6 
Uniform for Peon... 16 5 6 
Interest 7 2 0 Furniture a wes 
Office Accessories ... 13 0 0 
Printing charges ... 49 9 O 
Stationery 613 9 
Stamps oe 712 0 
Telegram 013 0 
Periodicals 9113 6 
Cycle hire 112 6 
Refreshments 

Refund of excess sub- 
scription = 20 0 

Centribution to Indian 
Medical Asscciation 148 12 0 
Total 519 0 9 
Balance 214 1 3 
Total 733 2 0 Grand Total 733 2 0 
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ANNUAL REPORT OF THE INDIAN MEDICAL ASSOCIATION, 
DELHI BRANCH, FOR THE YEAR ENDING 
30TH NOVEMBER, 1933 


The Executive Committee have much pleasure in 
submitting the report for the financial year ending 
30th November, 1933. 


The Delhi branch having been inaugurated on the 
11th of July, 1932. with eleven members has now a 
total membership of 34 on its roll. The total member- 
ship at 


the end of the last financial year, i.e., 


December, 1932, was 25. The names of the Executive 


Committee members are as follows :— 


1. Dr. 1. T. Mittra, um. & s. President. 
2. Dr. G. N. Khanna, M.b.b.s. Hony. Secretary 
and Treasurer. 
3. Dr. J. K. Sen, um. & 
4. Dr. A. Roy Chowdhury, | 
B.Se., M.B. ¢ Other Members. 
+. Dr. Mool Singh Bazaz, | 


B.SC., M.B.B.S. 


We would have got more members but for the 
Government circular issued about the middle of the 
year putting a ban on the Government servants from 
joining the Indian Medical Association. But the 
Central Council took the matter up promptly and was 
successful in settling it with the Government which has 
now removed the ban. Consequently a few resigna- 
tions received from the Government service members 
have not been withdrawn. 


Seven meetings of the branch were held during 
the period. Members have done a very useful work 
in approaching the members of the Assembly and 
impressing upon thein our view-point in connection 
with the Indian Medical Council Bill. Five of our 
members joined the deputation on the Indian Medical 
Council Bill, which met Sir Fazli Hussain in New 
Delhi on the 80th January, 1933. Their names are as 


follows :— 
1. Dr. Mool Sing Bazaz. 
2. ., A. Rov Chowdhury. 


3. K. N. Sharma. 


4. Dr. G. N. Khanna. 
 ,, R. B. Hari Ram. 

On being asked by Dr. K. 8. Ray, Hony. Secretary 
of the Central Council, Dr. A. Roy Chowdhury was 
deputed to proceed to Simla and the 
members of the Select Committee still further regard- 
ing the Bill. 


enlighten 


T admit our scientific activities have been nil this 


year and that is because we have strietly followed 
the poliey of leaving that portion of work to the Delhi 
Medical Association. We hope that difficulty will be 


removed by making efforts to bring the two together. 


the immediate need of the Delhi 


branch to which we all concentrate our attention is the 


Gentlemen, 


proper representation of the Delhi practitioners on the 
Indian Medical Council which is going to be consti- 
tuted shortly. We should try and make a combined 
the Tenth All-India 


Medical Conference and we are bound to get at least 


effort and move the matter in 


one separate seat for Delhi. 
I now close the report and place it before you for 
adoption. 
G. N. Khanna, 
Hony. Secretary. 


(Sd.} 


Accounts from ist January, 1933 to 30th November, 1933. 
EXPENDITURE 
Rs. A. P. ms. A. 


Last balance... 30 7 6 Allowance of the 

By fees .. 15 0 0 clerk for 11 months 

Sundries due to at Rs. 2 per month 22 0 0 
Central Council Contribution to the 


RECEIPTS 


Account 43 11 6 Central Council for 
24 members at 

Rs. 3/- per member 72 0 6 

Stationery 39 0 
Sundries due to 

Central Council A/e. 43 11 6 

Sundries | 

Total 171 10 6 

Balance in hand 58 8 6 

————— Grand Total 230 3 0 

Total 930 3 0 


Fees in arrears upto 30th November Rs. 86/-. 
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FOURTH ANNUAL REPORT OF THE INDIAN MEDICAL ASSOCIATION, 
POONA BRANCH, FROM 1-12-32 TO 1-12-33 


Introductory.—We have great pleasure in present- 
ing this Annual Report of our branch to the General 
Body. The year under report was unfortunately 
marked by a serious epidemic of plague in Poona and 
our activities specially in the second half of the year 
were much handicapped by it. The branch, however, 
showed its usefulness to the Medical Profession and 
the public generally in these times of hardship. 

Tur ManaGinG CoMMITTEE 
The Managing Comittee for the year was elected 
in January, 1933, as follows :— 
President 
Khan Bahadur Dr. E. 8. Bharucha. 
Vice-Presidents 


Dr. V. C. Gokhale, 
Dr. R. K. Naidu. 


Joint Honorary Secretaries 
Dr. N. L. Ranade, 
Dr. V. R. Dhamdhere. 


Members 
Dr. G. S. Sahasrabudhe, 
Dr. G. 8. Marathe, 
Dr. A. K. Nulkar, 
Dr. A. R. Sane, 
Dr. G. P. Tendulkar, 


Dr. N. G. Vinze. 


The Committee held two meetings in the year, 
formal business being carried out by means of circulars. 
We have to record with the deepest sorrow the loss 
that the Committee has sustained in the death of one 
of its members, viz. G. S. SAHASRABUDHE on the 11th 
of November, 1933. 


GENERAL Bopy 


The General Body held four meetings during the 
year and we are glad to note that interesting papers, 
etc., were read and discussed in these meetings. We 
may particularly mention the following :— 

(i) A paper on ‘‘Artificial Pneumothorax’’ by 
Dr. C. N. CHANDRACHUD, M.R.C.P., L.M., 
The paper has been published in extenso 
in the official journal of our Association. 

(ii) A paper by Dr. K. 8. Miatskar, M.A., M.D., 
p.p.H., on “‘A plea for comparative study 
of Plant Medicine.”’ 


(iii) The Branch held the discussion on plague 
and the various methods of prevention 
and other allied subjects in connection 
with the same. Fortunately, we had 
amongst us the distinguished research 


worker from Bombay, viz., B. P. P. . 


Narpvu of the Haffkine Institute. The dis- 
cussion was largely attended and many 
points of importance and interest were 
brought out in the discussion. 


OTHER ACTIVITIES 

As noted above, we regret very much that owing 
to the prevalence of plague, our activities had perforce 
to be curtailed during the year under report. We may 
nention two of them, viz., the scheme of an improve- 
ment of the City’s sanitation and the establishment of 
the Anti-Tuberculosis Dispensary. Both these activi- 
ties have been discussed and our scheme has been sent 
to the Municipality and we have every hope that as 
soon as the Municipal hands are free, both these 
schemes will be taken up in hand. We may mention 
that apart from the discussion on plague mentioned 
above, our branch has offered its active co-operation to 
the Municipal authorities and the Plague Relief 
Committe, of which Dr. R. K. Narpu, u.m. & s., one 
of our Viee-Presidents, is a chairman. 


An interesting social function was held on Wednes- 
day, the 24th May, 1933, when Dr. B. C. Roy, Ex- 
President of the Indian Medical Association, was 
entertained to tea by our branch, taking advantage of 
his visit to Poona during the anxious days of Mahatma 
Gandhi’s fast. The function was largely attended 
and informal discussion on various items of general 
professional interest took place. Dr. Roy in a speech 
indicated various lines of activities that the Associa- 
tion should undertake. 


LABORATORY 


We are glad to note that of the workers of the 
Laboratory, Dr. M. N. Natu has gone to Bombay for 
further studies and we have every hope that when he 
returns he will continue his co-operation in this depart- 
nent. Dr. A. R. Sane earried on the work of the 
Laboratory single-handed during Dr. Natu’s absence. 
We have again to appeal to the members to take more 
advantage of the facilities offered by the branch. The 
financial report of Dr. Sane for the working of this 
department is given in the next page. 
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STATEMENT OF ACCOUNT OF THE CLINICAL 


LABORATORY. 
From ist December, 1932 to ist December, 1933. 
RECEIPTS EXPENDITURE 

Rs. A. P. Re. A. P. 

Arrears of Examination Miscellaneous 114 6 

fees received By Balance c/f. 9 6 
Examination fees... 57 0 O 
Total 83 8 O 


To balance b/f. ... 81 9 6 


ReavInG Room DEPARTMENT 
The following journals have also been subscribed 
in the current year in addition to four we have been 
already subscribing :— 
1. The Medica! Press. 
2. Ars Medici. 
3. Joint Survey 
vices in the County of London. 


and IT. 


of Medical and Surgical Ser- 
Parts 1 


MEMBERSHIP 


Mention has already been made of the loss that our 
branch has sustained in the death of Dr. G. S. Sanmas- 
RABUDHE. He was in fact one of the originator of many 
other activities of our branch, particularly the scheme 
of starting of an Anti-l'uberculosis Dispensary. He 
also had lent his microscope for use in our laboratory ; 
but for which we could not have established this 
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Total ... 83 8 0 


department for our activities. The loss that our 
branch has thus sustained is indeed very heavy. 


During the year under review the total member- 
ship of our branch has slightly come down from 54 to 
48 owing to various factors. We have, every 
hope that with the disappearance of plague and resump- 
tion of out activities, the number will again increase. 


however, 


FINANCES 


The following is the statement of accounts during 
the year under review. It has been audited by Dr. 
V. S. Sovani, M.B.B.s., the auditor appointed by the 
Managing Committee. It is to be noted that this year 
we had to take on the burden of the publication of the 
Report of the All-India Medical Conference, 1931, 
held in Poona. The total expenditure connected 
therewith was Rs. 375/-. Out of this amount Rs. 131/- 
were received for advertisements and donations. ‘The 
balance of Rs. 244/- was borne by the branch; Rs. 
100/- out of this was paid last year and the balance of 
Rs. 144/- was paid during the current year. Our spe- 
cial thanks are due to Mr. H. V. Patravarpuan, Mana- 
ger, A.B.P., for donation received from him towards 
the publication of the Report. 


Poona (Sp.) N. L. Rawnape, 
23rd. Nov., 1933. V. R. DnampHere, 
Joint Honorary Secretaries. 


FINANCIAL STATEMENT 
From ist December, 1932 to ist December, 1933 


RECEIPTS 
Rs. A. P. 
Opening Balance : 327 14 0 
Subscription 0 0 
me. 2. 
35 members at Rs. 12 per member 420 0 °0 
9 members at Rs. 6 per inember 54.0 0 
2 members at Rs. 5 per member 10 0 0 
1 member at Rs. 9... 0 0 
1 member at Rs. 3... 
Arrears received from members 
during the current year .. 38 0 0 
Total 524 0 0 
Advertisement for Report. 106 0 0 
Donations for Report of Conference 25 0 0 
Interest on current Account 5 410 
Amount received from the Laboratory Department _ *81 9 6 


Total Rs. 1,069 12 4 


EXPENDITURE 
AP 
Functions 23:12 3 
Collection charges ‘at Rs. 3 per hundred — =. = 
Printing and Stationery 
Subscription to Journals for Reading Room 6 
Postage, Telegram, ete, 8 4 9 
Donation to the Poona Seva Sadan Society for 
the use of their hall... 
Publication and circulation of the Report of the 
Conference, 1931 6 
TPaid to Dr. A. R. Sane for “Laboratory work in 
fuli satisfaction for the year upto 30th 
Miscellaneous 21 0 8 
Total 765 11 9 
By Balance 304.0 7 
Grand Total . 1,069 12 4 


*This amount has yet to be received. 
TThis amount is yet to be paid. 
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SPEECH DELIVERED BY DR. ROCHIRAM A. AMESUR, 
HONORARY SECRETARY, KARACHI MEDICAL ASSO- 
CIATION, AT THE ANNUAL AT HOME HELD ON 
SUNDAY, THE 25TH FEBRUARY, 1934 


Ladies and Gentlemen,—<As one of the founders 
of the Karachi Medical Association and as the Honor- 
ary Secretary of this Association, I feel 1 must address 
something to the Medical Profession at our annual 
function, with a view that something may be done not 
only for the profession but for the public at large. The 
Medieal Profession here in Karachi, as I find it, after 
a stay of nearly 25 vears, is divided into two classes. 
In my opinion, it is high time that steps are taken to 
see that no such divisions exist any longer and that 
there are no depressed classes in the profession. I am 
sorry that things are going on as they were before. We 
have got here as vou know two medical bodies, viz. 
Karachi Medical Association and Sind Medical Union 
and thereby there has been a creation of superiority 
complex amongst University men and what is worse 
still, it is now ereating in the minds of the younger 
generation of Non-University men an inferiority com- 
plex. We find that because the Medical Profession 
is disunited we are seriously handicapped which in 
turn reacts on the poor and adds to their sufferings. 
The Medical Profession is not for earning money alone. 
We have a duty to discharge to the public as well. 1 
consider one of the essential functions of our profession 
should be to see that the medical relief is given by the 
Municipality and Government in the right direction. 
It is the poor who require free medical aid, and who 
alone should be given free, and not that the rich and 
poor should be treated together and thus the chances 
of attendance to the poor reduced to the minimum. 

In the vear 1923 when things were moving not in 
the interest of the poor in tiie local Civil Hospital, 
several friends joined me and we started a campaign 
to draw the attention of the Government to get the 
needful done. 

I was one of the members of the Medical Profession 
leaving aside those behind the scene who took every 
important part in it. The result was that the Govern- 
ment yielded and the Rules of the Hospitals, not only 
the Karachi Civil Hospital but the Hospitals of the 
whole Bombay Presidency, were altered and thus the 
poor were given proper attention, 

The Government, at this time, consulted the medi- 
cal profession, and created the honorary posts. Jt 
will be seen that through the exertions of a member of 
that class—the class whom the Sind Medical Union is 


keeping out of its folds—that these honorary posts 
were created and the Sind Medical Union got the 
benefits. But what is the result now? All the benefits 
which resulted on account of the aforesaid agitation 
are fast disappearing and honorary system is proving 
a failure. It is time that the Medical Profession 
realized and faced the things. 

The Indian Medical Association of which my Asso- 
ciation is a provincial branch in Sind has given a right 
lead. The Association has put the whole profession 
together and thereby compelled the Government to 
recognise the Indian Medical Profession. 

By an united front, the profession can educate the 
public opinion and thus bring to the notice of the 
Government and Municipality that their present 
medical policy is not in the interests of those for whom 
it is supposed to serve. That the way in which the 
Municipality is giving relief is such as not to attract 
medical men with special and high quailfications to 
settle here and give relief to the poor free and to the 
rich on payment, whereas every sort of medical aid 
is available in Bombay or Caleutta or elsewhere. As 
will be seen, even the sons of the soil, specializing and 
spending enormous amounts in foreign countries and 
getting much coveted degrees, leave us for Bombay 
and Rangoon. 

The present Government policy of the Civil Hos- 
pitals is much against the interests of the poor suffer- 
ing humanity. These hospitals could be staffed by 
honorary staff, from the united profession without 
distinctions, the only test being that of competency 
and nothing else. The Government in their zeal to 
support the I. M. 8. finding that the public 
opinion is concentrating on this point, have started 
Nursing Homes in the Military Hospitals, for civil 
population, which in due course is going to react on 
the future of the Independent Medical Profession. 

The present Municipal policy in giving medicai 
relief in out-door dispensaries is a very sad one. The 
medical men in charge having had to attend more 
patients than the minutes they have at their disposal, 
can they do justice to their work? Certainly not; 
being deprived of seeing patients by their bed sides, 
they cannot cultivate the proper progressive side of 
the diagnosis and treatment and instead go on giving 
ordinary treatment. 


| 
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It is high time that the Municipality should give 
proper relief by establishing such institutions as 
Tuberculosis Sanatorium, instead of running a Tuber- 
culosis Out-door Dispensary and also provide for proper 
surgical treatment at the time of confinements in the 
Municipal Maternity Homes. It is time that the 
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Municipality should start a central hospital with all 
branches in medicine and surgery for the relief of 
sufferings of the public of Karachi. This can only be 
achieved by the united medical profession and not 


otherwise. 


THE NINTH ANNUAL REPORT OF THE KARACHI MEDICAL 
ASSOCIATION, FOR THE YEAR ENDING 
31ST DECEMBER, 1933 


Mr. President, Ladies and Gentlemen,—On behalf 
of the Managing Committee of the Karachi Medical 
Association (Sind Provincial Branch of the Indian 
Medical Association) I have great pleasure in placing 
before you the Annual Report together with the audit- 
ed accounts for the year ending 31st December, 1933, 
for your consideration and adoption. 


Manaaina CoMMITTEE AND GENERAL MEETINGS 


During the year under report, 14 General Body 
meetings and 10 meetings of the Managing Committee 
were held and nearly all of them were well attended. 
Of these 14 general meetings, as many as six were 
joint meetings of the Karachi Medical Association and 
the Sind Medical Union, four lecture and four business 
meetings. 

It is a matter of encouragement that two sister 
medical bodies found subjects of common interest like 
The Scheme of Co-operative (Panel) System of Medical 
Relief, Professional Fees and Importing Specialists 
from outside and met to discuss the same as many as 
six times during the vear. It is certainly not too much 
to hope now that these two bodies, in the near future. 
will permanently join hands together and form one 
influential medical body, for everybody knows that the 
strength lies in unity. It is but an open fact that 
then and then only we shall be able to do substantial 
and solid work and make our opinion felt and that day 
will not be far, for where there is will there is way. 


LecturE MEETINGS 


The following lectures were delivered by the meim- 
bers of the Association for which we thank them. We 
regret we could not arrange for more scientific lectures 
for the time was devoted to the joint meetings to 
consider important subjects pertaining to the Profession 
as a whole. 


(1) Daily Diet--By Dr. G. T. Wrencu. 


(2) Nasal Asthma—By Dr. C. A. AmEsvr, 
M.S. (Lond.), p.L.o., ete. 


(3) Acute Appendicitis—By Captain A. K. 
KHAN, F.R.C.S., I.M.$ 


(4) Symptoms & Treatment of Typhoid Fever— 
By Dr. G. T. Wrencu, m.p. 


MEMBERSHIP 


The total number of the members on the roll at 
the end of the year under report was 36, while it was 
48 on the previous year. This gives an impression as 
if there is something wrong with the Association that 
the number has gone down. But it is not so. In fact, 
we have had four new members during the year. 
Though 16 members resigned, nearly all of them have 
done so because they left the station permanently; 
hence it is not due to any lack of enthusiasm on the 
part of the Association. The Association is progressing 
forward as is shown by the new members. We have 
two non-resident members on the roll. 


Lrprary & THE REapiInG Room 
We have been subscribing for the following jour- 
nals and circulating them amongst the members :— 
(1) Archives of Ophthalmology. 
(2) The Antiseptic. 
(3) The British Medical Journal. 


(4) The Proceedings of the Royal Society of 
Medicine. 


(5) The American Journal of the Diseases of 
Children. 


(6) The Practitioner. 

(7) The American Jounral of Obstetrics and 
Gynecology. 

(8) The Indian Journal of Medical Research. 


(9) The Indian Medical Gazette. (Presented to: 
the Association by Dr, R. Sarp.) 


(10) The Medical Practitioner (Presented to the- 
Association by Dr. R. N. Amesur). 
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The following books were added to the Library 
during the year :— 


(1) British Pharmacopea 1932. 

(2) Medical Dictionary. 

(3) Cameron’s Bio-Chemistry. 

(4) Medical Annual, 1933. 

(5) Girrorp’s Hand-Book 
peutics. 


of Ocular Thera- 


(6) Parry’s Some Famous Medical Trials. 


The Association sent an invitation to the Indian 
Medical Associa‘ion to hold the next All-India Medical 
Conference at K:rachi but it appears that the invitation 
has received no response so far. 


The Annual Accounts as audited by the Hon. 
Auditor are placed before you for your consideration 
and adoption. 


We thank Drs. Sam and Rocuiram for presenting 
to the Library a journal each for the benefit of the 
members. - 

Our sincere thanks are due to Dr. A. Saip for 
allowing our Association as usual the free use of his 
premises together with lights free of charge. It is 
a fact that but for these concessions we would not 
have been enjoying the benefit of a library and 
journals. 


The Managing Committe takes this opportunity to 
record its appreciations to Dr. V. P. PATEL, M.B.B.s. 
(Bom.), p.o.m.s., our Jt. Secretary for the very 
valuable help he rendered during the time he held his 
office. He left Karachi for Rangoon for better pros- 
pects and we are sure you all will join us in wishing 
him a prosperous time there. 


Our thanks to our worthy President and Vice- 
President for their able guidance and readiness to help 
and advice whenever approached. 


The Committee thanks the Hon. ‘Treasurer. 


Auditor and the Librarian for their sincere co-operation. 


Last but not the least we thank you all the 
members of the Association for the interest shown and 
willing co-operation offered to us in the working of the 
Association. 


25TH Fepruary, 1934. Hony. Secretaries. 


Saip Manzi, Karacut. 


JOURNAL 
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The Annual General Meeting of the Karachi 
Medical Association (Sind Provincial Branch of Indian 
Medical Association) was held on Sunday, the 25th 
February, 1934, at 5 p.m., Dr. G, T. WRENCH, M.D., 
(Lond.) was in the chair. 

After the annual report for the year 1933 and the 
audited accounts for the same, were passed; the follow- 
ing office-bearers were elected for the year, 1934. 


President :—Dr. G. T. Wrencu, (Lond.), 

Vice-President :—C. P. BHATT, M.B.B.S., 

Hon. Secy.:—Dr. Rocutram A. AMESUR, 

Hon, Jt. Secy.:-—Dr. D. N. JHALLA. 

Hon. Treasurer:—-Dr. N. V. ADALJA. 

Hon. Librarian :—Dr. A. Sat. 

Hon. Auditor:—Dr. HEMANDAS, L.C.P.S. 
Members of the Managing Committee :— 

Dr. MALKANo, 

Dr. C. H. PRIMLANANI, 

Dr. Somaya, 

Dr. M. T. 

Dr. K. Tarasat, 

Dr. U. N. SADARANGANT, 

Dr. R. F. 


At the end of the meeting Dr. G. T. Wrencu, 
President, gave his annual address, reviewing the pro- 
posal of Panel System pending before the Karachi 
Municipality and Dr. Rocurram A. Amgesur, Hony. 
Secretary, spoke on the necessity of the union of the 
whole Medical Profession in Karachi, in the interests 
of not only the Profession but of public as well. 


ACCOUNTS 
for the year ending 31st December, 1933. 
RECEIPTS EXPENDITURE. 
Rs. A. P. Bs. A, P. 
Balance brought for- Salary 300 0 0 
ward as on 31-12-32 Postage 16 0 0 
F. D. with S.C.C. 1,000 0 0 Printing 16 12 0 
Balance in hand ... 402 9 0 Journal 186 7 6 
——-__ Books 7813 0 
Total 1,402 9 0 Contribution to 
————— I. M. A. 135 0 0 
Interest on F. D. and 
Savings Bank 64 9 9 ‘ 
Subscription received 854 0 0 
Interest on Savings 
Bank Account 10 4 8 Balance as on 
31-12-33 Savings 
Bank 11 
F. D. 2800 0 0 
Cash in hand 128 4 0 
Total 2,331 7 5 Total 2,381 1 5 
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ANNUAL ADDRESS OF DR. G. T. WRENCH, M.D. (LOND.), 


PRESIDENT, KARACHI MEDICAL 


ASSOCIATION, 


DELIVERED AT THE ANNUAL GENERAL MEETING 
HELD ON 25TH FEBRUARY, 1934 


Ladies and Gentlemen,—I want first of all to thank 
the guests very much for coming here this evening. It 
is a custom that the President should deliver his 
annual address. J expected to deliver it to the mem- 
bers of the profession. I was not prepared for this 
honour of talking before so many distinguished mem- 
bers of the Karachi public and I hope what I say this 
evening will not be considered too exclusively medical 
in its interest. 


The question that I wish to speak upon is one that 
now concerns the Karachi Medical Profession, viz., the 
Panel System. We have had, of late, several meetings 
about the Panel System and therefore it seems to me 
that this is quite an opportune occasion to address 
doctors and others about the workability of the Panel 
System in Karachi. I have had the advantage of 
knowing something, but not very much, about the 
panel system in other countries—Germany and 
England and therefore I can say one or two things 
which should have an important bearing upon the 
Panel system in Karachi. 


In cases some members of this meeting here are 
not familiar with what a Panel system is, it is a 
method of giving medical treatment chiefly to wage- 
earning class of the community. In England, in the 
early part of the last century, conditions of labour were 
extremely hard. There was a great deal of suffering 
and a great deal of hardship. Then the working classes 
themselves got together and organised relief in the form 
of medical relief and in the form of money benefit 
during convalescence or temporary unemployment. 


‘They themselves got together, gave so much of their 


wages per week, formed these insurance or friendly 
secietics, as they were usually called, and employed 
doctors at so much per head for each member of the 
society. It was on the basis of these societies that 
Mr. Luoyp GerorGE built the panel system. So you 
see it was the working classes themselves who laid the 
foundations of the panel system. 


The second point is that in England the panel 
system was for the wage-earning classes and it was not 
a charity system. Each worker gave a certain amount, 
the employer a certain amount and the Government 
helped. By this treble subscription the panel system 
was financed. The indigent poor, the absolutely poor 


and the casual labourers were not able to join the panel 
system and so were treated and are treated to this ay 
by a separate system. 


When I was a Municipal Councillor I used to urge 
that we should give free treatment to the poor and thie 
poor only. I was told this restriction of dispensary 
municipal treatment to the poor was not possible under 
the Old Act. We should have to wait for the New 
Act. Now that the New Act has come, it seems we 
The Municipality cannot limit its 
dispensary services to the poor. It has got no legal 
right todo so. In order to do so, it would be necessary 
to bring in an amendment to the present Act, in the 
Bombay Legislative Council, by which the Munici- 
pality was empowered to keep well-to-do people for 
If that was done then the 


are in the position. 


the Municipal dispensaries. 
Municipal dispensary services would be limited to the 
poor. Then it would be possible to organise and to 
teach the advantages of the panel system to the 
regular wage-earning classes, to clerks and others. 

at a Special 


Copy of the resolutions passed 
Meeting of the Burma Private Medical Practitioners 
Association, held on the 10th March, 1934. 


RESOLVED :— 


1. That this Association approves and supports 
the decision of the Burma Legislative Council in declin- 
ing to sanction the proposa! of the Government of 
Burma to legalise the sale of ganja. 

2. That it is the considered opinion of this Asso- 
ciation that the sale of ganja through Government or 
any other agenevy is highly objectionable and detrimen- 
tal to the public welfare. 

3. That this Association learns with great regret 
that there is a large volume of illicit traffic in ganja, 
and in the interests of the physical, mental, and moral 
well-being of the people of this province strongly urges 
on the Government of Burma to make every effort to 
suppress the same. 


4. That copies of these resolutions be sent to the 
Burma Medical Council, the Indian Medical Council, 
the Indian Medical Association, all the Chambers of 
Commerce in Rangoon, Mr. 8S. A. 8. Tyasgr, and other 
members of the Burma Legislative Council, the League 
of Nations, and the Press. 
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BOOK REVIEW 


Hand Book of Therapeutics 
Crown 8 vo., 469 pages, 72 Illustrations. 
Price 12s. 6d. 
Seconp EpItion 
Davip CAMPBELL, B.SC., M.D. 
Professor of Materia Medica and Therapeutics, 
University of Aberdeen, etc., 


Hand-Book of Thera- 
The author’s aim to 


The second edition of the 
peutics has just been published. 
present in a clean and didactic manner a mass of sound 
practical knowledge about therapeutics, shifted out of 
all erroneous theories, fads and fashions, has undoubt- 
edly been fulfilled. The therapeutic measures advo- 
cated by the author are not only up-to-date but also 
rational. He has rightly expressed his doubts regard- 
ing the therapeutic value of specific vaccines in general, 
tlie importance of a change of climate and the value 
of drugs in the treatment of pulmonary tuberculosis. 
We would draw the attention of the medical practi- 
tioners to his advocacy for a liberal diet in typhoid 
fever and a high earbo-hydrate diet in certain cases of 


diabetes mellitus. The unjustifiable horror regarding » 


use of morphine in chronic nephritis and of salicylates 
in heart disease, should be dispelled by the author’s 
statements based on practical experience that ‘‘dangers 
of morphine in chronic nephritis have been much 
exaggerated, gr. 1/6 can be given safely and repeated 
if necessary’’......... . “‘Salicylates do not depress the 
heart’’. 


There are, however, a few points which are open 
to criticism, e.g., ““Chloral hydrate should be avoided 
when there is cardiae disease’ on page 156;‘‘ adminis- 
tration of salicylates for months and removal of tonsils 
in diminishing the number of relapses. of the rheumatic 
infection ;’’ and the constipating effect of iron as men- 
tioned on page 368. Lastly, the author has made no. 
mention of the value of carbarsone, vio-form and 
stovarsol in the treatment of chronic intestinal ameebia- 
sis, of bacteriophage in the treatment of acute bacil- 
lary dysentery and cholera, of acetyleholin in high 
blood pressure and of artificial pneumo-peritoneum in 
tuberculous peritonitis. . 

In spite of these few criticisms, the book has been 
an excellent production eminently suited to the needs 
of young medical students and general practitioners. 


J.C. B. 
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